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bABSTRACT '
This study mv’estlgated tactors which distinguish women who experlence negatrve .
psychologrcal effects followmghysterectomy from women. who do not. in particular, the study’ o
‘tested the hypothesis that women with more tradmonal attrtudes regarding the role of women.* ,
. ahd/or women with.more typucally "feriinine” personalrty characterrstlcs will expenence more . L
drttrculttes with post hysterectomy adystment _ ‘ “f

- ? -

In general respondents rndrcatedgood psychologlcal adlustment lollowmd .
hysterectomy. Overall scores on the scale were high; 73 percent ot respondents mdrcated Ivhat
they felt the hysterectomy had lmproved their general health- ahd well bemg‘“and 94 percent
rndrcated that they feit they had coped well with the hysterectomy RepOndents werd also N

. asked to indicate whether the hysterectomy had caused any positive and/or any negatrve L
changes rn their life. Seventy eight percent of respondents mdlcated that i had caus S
’posmve chartges compared with 29 percent indicating negative changes Posrtrve chaﬂges
included improved health andwell being, freedom from the pair’ and probtems assocrated wnth
troublesome periods, rmpr0ved sexual relations, ahd leehngs of being more. caretree AmOng

the negative changes reported were inability to bear children, depressien, mood swln Js sexual
problems adverse problems from partners and lowered selt esteem

That hypothesrs that sex “;ole orientation is refated to ad;ustment to havrng a
| hysterectomy was not supported by the results of this study, nor was the supp‘l%mef%ry
hypothesis that women who have difficulties will be dlstmgurstted from women who do not in
terms of coprng strategres they report using. Factors which wers found to distinguish good
adjusters from "poor adjusters” were number of children, reason for the hysterectomy and
“expressed desire for additional information on the physrcal eftects of hysterectomy, the o
- psychological effects of hysterectomy, and strategies for coping. "Poor adjusters were :
| significantly more likely than "good adjusters" to have fewer than two children; " poor ad]usters"

é were S|gnmcantly more likely to report a disease process, particularly ca‘t‘lcer asa reason tor the~
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hysterecfomy; and, "boor adjusters” were significantly ?noreﬂkely to ekpresga aesjére for -

_ additional information. -
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$HAPTER| . ;

Introduction - - .

More women in Canada undergo hysterectomy than any other surgical proceﬂure

(Statlstlcs anada, 1‘84) Because a hysterectomy results int the inability of a woman to bear
ch||dren from th?/émhn time, and because that ability has traditionany‘been assumed to be v
pan of what it méans to be a woman, it has often beenﬁsfumed that loss of that ablmy will have

an adverse effect on awpman's psychologtcal well-being. .7
. -

A belief in th\e i rtance of the Rerus to a woman's psychoIOgICaIWen bemg had 1ts
adherents aslong a s Hippocrates 8nd Galen. In the late eughteen} cent~ury Krafft-Ebing
(‘r890 cned in Meikle, Brody, & Pysh, 1977) emphasized the special s:gn“hcance of trppugerus
to a wbman's efaluation of hersel. He believed that the capacity to reproduce is psychologically
important to women and the; the removal of the potent:ahty is likely to result in emotn}oﬁal ..
damage. - . | \ . F "

Dretlich and Belber (1958), mﬁg early study, found that the ;nost oft .n ex

- concern of hysterectomy patients they interviewed was the loss of chi bearmg dapacngy

Regret regarding loss of chllﬁ;rmg ability was expressed for a varigty of dlﬂerent reasons

including loss ok source of pleasure and fulfiliment, inability to ra child t& pleése some -

significant man, and loss of a part of themselves they considergd essential as a woman. Even

the women in the study who indicated that they welcomed th yhysterectomy for contraceplive

_reasons expressed regret over the loss of the uterus be /( se\of other feminine functions
associated with ¥ ;(
v . ) - o . \ -y
Menzer et al. (1957) fouhd\:hat attitude toward femininity was one of the movs} important
] N

factors in determining emotional adjustment after hysterectomy. Those who did well "either

' denied themselves feminine- gratification, tuming instead to masculine occupations or pursuits,

or resolved satisfactorily the loss of reproductive fu nctioning"‘(PoM, p. 420). y/:

&
-~ el
L
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Barglow, Gunther, Johnson, and Melzer (1965) found that emotional adjustment
following surgical sterilization pfocedures was better where the procedure was a tubal ligation
rathér than a hysterectomy, where pre-operative anxiety was lower, and where there was an

| absence of marked conflicts about child-bedring. Pre-operative anxiety was considered, in part,
related to concems about toss of 1emininity. Interestingly, interviews conducted one year after
- the operatioh indicated that succeséful emotional adjustrhent appeared to be related, in a
majority of cases, lo presence of a fantasy of becoming pregnant 'again. The authors
hypothesized a greater difficulty in denying the loss of phild-bearing ability in the case of
hysterectomy because of the removal of a body .organ and the loss of menses and suggested
that tubal ligation may allow |nmal denial of loss followed by a slower more successful warking
through of that loss. Kaltrelder Wallace, and Horowitz (1979) aLso found, in their study, that

-women with previous tubal ligations expenenced the hysterectomy as a more final loss.

Steiner and Aleksanidrowicz (1970) suggésted that in the case of a "mutilating operation”,

the respohse of the patient "will be conditioned by conscious and unconscious symbolic
meanings given to that organ and to its functions” (p. 186). They suggeéted that loss of the

uterus may mean "éymbolic castration” or loss of femininity which may have a deleterious effect
| on self-esteem. They also suggésted that reaction to a loss of part of the 'body in rr;any ways
resembles the reaction o loss of a person and that a period of mourning involving "mental pain”
* . and depressed mood follows the loss of part of the the body. Carison (1978) has also noted
that loss of bbdy pérts or functions can be psychologically disturbing because “the body with its
parts and functions is inextricably tied to objects in the environment, social interaction, and
one's psychologlcal sel" (p. 79). - » -

Early investigators in thefield assumed that the naturé of the 'relationship between the

uterus and a woman's psychological self is a clearly explicable one. The fact, however, that

9
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rea&\i:‘ns to hysferectomy differ markedly suggests that the relationship is & much more o
subjedtive one involving how a woman sees her-role in the world.

Kaltreider, Wallace, and Horowitz (1979) investigdted differences between women
exhipiting no stress response syndrome, mild stress response syndrome, and severe stress
response syndrome after hysterectomy. They found that women exhibiting a severé’%tress
response syndrome were more tikely to have 'ex_perienced themselves post-operatively as
"changed women" and were more likely to have a persisting wish for future children. The
women experiencing a severe stress response syndrome believed that bearing children was a
central life function that they were no longer able to fulfill. Kaltreider et al. see the identity of
those women as linked to continued bearing of children and note the absence ¢t alternative
acceptable life paths. In contrast, women with no stress response syndromez usually
experienced the hysterectomy as providing consic  able symptorh relief or freedom from “9
unwanted pregnancies. No desire for future chiicrer ~as expressed: family supportwas

- present; and activity, achievement, and independence were valued.

Based on the results of a comparative study of post-surgical convalescencesamong urban
women belonging to Anglo and Mexican-American ethnic groups, Williams (1973, 1976)
suggested that "cuitural patterning of feminine role” is an important variable.in how women view
the experience ofhysterectomy. Williams found that-women of Mexican descent expressed
more concerns about the operation and about their husband's reactions 1o the hysterectomy, a
finding she related to the concept of feminine role in traditional Mexican culfure which stresses

"wholeness as a woman" and the ability to bear and rear children’

v

. ¥ .
Palmer (1984) investigated the effect of continuing desire for biological children on post-

hysterectomy depression and post-hysterectomy self-esteem. Aithough no relationship
between desire for children and post-hysterectomy depression was found, Palmer did find a

significant relationship between femir ne sex-role orientation and lower post-hysterectomy self-
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esteem as well as a tendency for "feminine" subjects to experience more post-hysterectomy
depression.

In a related area, Adler-and Boxley (1985), studying . ;.no:>qi + reactions to infetility,
found that high masculinity and high androgyny were both z~ .c ated witn betief coping as
indicated by self-esteem. No significant relationship was founc.. - _wuver, between high
masculinity or high androgyny and other indices of coping used in the siudy,' namely, body

:image, marital adjustment, psychiatric symptoms, and sef-deteating behaviors.

Nature of the Problem:
¢

Although sex-role orientation appears to be related to feelings of seff-esteem in situations
where a woman is taced with inabiliy to bear either-any or any more children, the extent to which
that aftects overall-adjustment is not clear. Nbr is g clear whether sex-role orientation or
attitudes, or both, have on effect on adjustment. Decreases in self-esteem following
hysterectomy suggest that probléms are related to what patients believe it means to be a
women, that is, their sex-role attitudes. |

Reilly (1982) found that sex-role orientation was related to coping style suggesing the
possibility that sex-role orientation may have‘an indirect rather than a direct effect on post-
hysterectomy adjustment. Such possibilities must also be investigated in order to explain the

dynamics of any relationship between sex-role orientation, sex-role attitudes, and post-

hysterectomy adjustment that is found.
) .- ,,,____,_._.,,,,,,,,’4 . <>‘.—;I

Purpose of the Study
8
The hypothesé3 to be investigated in this study is that problems in post-hysterectomy
adjustment, as measured by a scale developed to tap commonly reported symptoms of post-

hysterectomy distress, are related to the way in which a woman defines what it means to be a



woman (that is, her sex role attitudes) and whether or not she defines herself as traditionally -
"femjnine” in her sex- -role orientation and ascribes to tradmonally "femmme personal
characteristics. Specifically, it is hypothesized that:

> \
. !

>

‘

1. Women indicating good adjustmeﬁt to hyeterectomy will be dietingeished—ﬂom
women indicating poorer adjustment in terms of a number of den\ographic variables
and/or variables related togaige nature of the problem resulting in hysterectomy.

2. Wome’n‘,who ascribe to traditional attitudes regarding the role of women will

experience more adjustment problems following hysterectomy than do women with
less traditional views.

<3
3. Women who are feminine in their sex-role orientation, that is, women who describe
themselves as having typically ferminine characteristics, will experience more

adjustment problems to hysterectomy than women with masculine or androgynous
sex-role orientation. ~

4. Women indicating good adjustment to hvsterectomy will be distinguished from

women indicating poorer adjustment in terms of copmg strategies employed; coping
" strategies employed will be related to sex-role orientation.

Definit

Feminine sex:role orientation will be defined as women who are classified as feminine on
the basis of their responses to the Bem Sex Role Inventory (Bem, 1981 a). that is, women
. whose temininity score is > 5.70 and whose mascuiinity score is < 4.80. Subjects will be
classified as feminine, masculine, androgynous, or undifferentiated using a median split’
technique. -

N\

/\/

)



Traditional women will be defined as low scorers on the.Atﬁtudes Toward Women Scale
(Spence & Helmreich, 1978). Women with nontraditional attitudes will be defined a;high .
scorers on tia Attitudes Toward Women Scale. |

® . |

Women indicating good post- hysterectomy adjustment will be defmed as hlgh\corers on

the hysterectomy ad;ustment scale.-

implicati {the S
&

Some womén éxperience significant difficulties in coping With having a hysterectomy
whlle others expernence few,.if any problems. In exploring possmle factors which dlstlngunsh
those women, the study has theoretlcal significance. On a practical level, such knowledge can

“be used to help identify high-risk individuals, to plan programs designed as preventative
measures, and to assist in counsfeling women experiencing psychological distress related to
having a hysterectomy.

Y

The ‘hysterectorhy adjustment scale has not been validated. Although items were
developed based on the hterature regardmg psychologlcal sequelae of hysterectomy, further
work remains to be done to ensure that the scale | is, in fact measuring psychologlcal adjustment

to hysterectqmy. r

The lack of a SUfg@I control group means that some problems in adjustment may be
related to compucations arising from major surgery rather than complications arising from a
hysterectomy ner se. The retrospective nature of the study requires that some caution be
exercised in tme identification of thg hysterectomy as a céusal agent for post-hysterectomy
psychological sroblems since no information is available regarding the pre-hysterectomy state
of the subject. Questions on the hysterectomy adjustment scale ask specifically, however, for a



comparlson of the pre hysterectorﬁy &nﬂ@pasx hysterectomy state and should, therefore, be

less prone to biased results than meéstures of psycho)ogacal ad]ustment that do not make such
comparisons.

[

Subjects in the study were volunteers and may not, therefore, be repres’em‘alive of all

women who have had a hysterectomy Subjects were solicited from patients of gyneoolognsts in
Edmonton and area to obtaf as wnde a cross-section as p055|ble

» Chapter Il contains a review of the literature with respect to psychological sequelae of -
hysterectomy as well as the sex-role literature. This is followed by a discussion of the
methodology employed in the study. ,E\ésults and discussion are presented in Chapter V.

Chapter V contains conclusions arising from the study and suggesﬁons for further research.



' CHAPTERII

Rewview of the Literature
The meratur\e was reviewed in two mapn\geas The first part of this chapter reviews the
hterature with respect to the psychologvcal effects of hysterectomy and follows, basically, an . -
historical format. The second pant of-the chapter reviews the litérature with respect to sex rdle.
This section of the chapter examines the relationships between sex-role orientation, behavioral
flexibility, and adjustment as well as the relationship between personality attributes, attitudes,
and behaviors. - ' '

in general, early researchers of the psychological effects of hysterectomy expected, and
found, adverse psychological sequelae following hysterectomy. One of the earliest studies of
the psycholooical effectsf hysterectomy was by Lindemann (1941) who compared the .
incidence of psychiatric oisturbance among women who had undergone pelvic as opposed to
abdominal surgery Interviews were conducted‘12 to 18 mohths after surgery, and, on the basis
of thosé interviews; Lindemann concluded that pelwc surgery was more frequently followed by
a syndrome which included agitation, msomnra and depressron '

, - ‘ A

Hollender (1960) reported that nearly twice as 'mény women admirted o a psychiatric
hospital had undergone pelvic surgery as had undergone surgery of cther forms and
concluded that "the Ioss of the ability to bear children may produce profound psychological
reactions” (p. 500). .

Ackner (1961) found that 30 percent of a group of hys!erectomy patients under 40 years
of age experiencad negative consequences following surgery Negative consequenges were
identified as deterioration of mood, loss of memory, preseie of additional physical and

£
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. psychiétric complaints, sexual maladjustment, and feelings of regret ov"e'r 1055 of :hild-bearinq

capacity.
; . N /':'_;

. o c - 1 . .
Melody (1962), in reviewing the pest-nnerative course of 267 women.who underwent

hysterectomy, found a severe depressive . action in four percent of those women within three

months of the surgery. Melody noted that the depressive reactions that followed hysterectomy .

" were, in each instance, precipitated by "a traumatic social event [generally involving husband or
lover] that the patient perceived as a real, threatened, or symbolic act of disapproval or rejection”

(p. 410), and he interpreted the depression as an adaptive response {o that event. Melody also

noted that all the WOmep experiencing post-hysterectomy depresSio‘n had had one or more

depressive episodes in the five year§ prior to the surgery.
: [}

In what was one of the earliest reports of negative results, Patterson and Craig (1963)

found that the incidence of previous hysterectomy in p'at’ievr_)ts admittgd to- an acute psychiatric
" facility was only slightly higher'than in the general population. On the basis of those results,

they concluded that hysterectomy was ot little sigqiﬁcancé in {he development of mental iliness.

Ellison (1964), in a study conducted in Australia, found-that-ten percent of 765 new

‘ female psychiatric:admissions had had previous gynec‘o‘!ogical surgery. in comparing the

women whose mental iliness appeared related to the hysterectomy with the women whose
mental iliness and hysterectomy appeared unrelated, Ellison suggested that Iossv over child-
bearing capacity and perception that child-béaring capacity was essential to completeneés asa
woman werg factors distinguishing the groups. Ellison also found that younger average age at

“the time of the operation and fewer ¢hildren appeared to be distinguishing factors. Depression

was most commonly the reasan for admission. }
]
Bragg (1965) compared the rates of admission to a psychiatric hospital of 1601
hysterectomy patisnts and 1162-cholecystectomy patients and found no statistical ditference in
admission rates, although hysterectomy patients aged 30 o 33 were morae vulnerable in that
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regard. Comparing the observed admissions inach group with the number expected had the
general population rates been applicable, Bragg found that, while the observed admission rate
for hysterectomy patients was: *pproxumately 30 percent higher than the expected rate, the
difterence was not statistically S|gnmcant

Munday and Cox (1967), based on a questionnaire study of 400 hysterectomy patients,
found that one; of the respohdents reported emotional disturbance following
hysterectomy. ?he authors atso found that 40 percent of the respondents indicated a change
in sexual relations, 33 percent for the better, and 67 percent for the’worse. .

Barker (1‘968) found that psychiatric referral in a group of 729 women Qho had undergone .
hysferectomy was 2.5 times»more common than in a control group of 280 women who had
undergone cholecystectomy, and three times more common than in a matched group of
women in the general population. Factors which were found to be significantly linked with an

| increased chance of psychiatric referral after hysterectomy were absence of pelvic-disease,
psychiatric referral before operation, and a history of marital disruption. Barker concluded that
.depressién, the most commonly observed psychiatric sequela, should be considered a major

Al

post-operative - complication of hySterectomy. i

Steiner and Aleksandrowicz (1"970) examined 133 patients who had undergone
gynecological gurgery in order to _sttde,the “emotional response" to such procedures and
compared those p'atients with a control group of cholecystectomy patients. The highest rate of
psychnatnc comphcattons was tound in hysterectomy patients (48.8%), the lowest in the control
group (16. 2%) Psychiatric complncatoons were dnagnosed on the basis of an interview and
inciuded physncal complaints (hystencaj or hypochondriacal) indicative of emotional disturbance,

* symptoms of ahxiety or depressien, inéludin§ insomnia, and disturbances in sexual life such as
losg of libido. M_em)\pause and parity were found to influence the reaction to hysterectomy,
women before menopause and those with fewer than two children responding in a more severe

!

~
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~manner. Steine'r apd Aleksandrowicz concluded that loss‘of the uterus results in a grief reaction
marked by "mental pain™ and depressed‘mood. Y

Zervos and Papaloucas (1972), in a study of 87 premenopausal hysterectomy patients,

found that 33 percent developed psychosomatic disorders following surgery. Psychosomatlc
disorders were cIa%sd,led as (a) "neurovegetative disturbances or organic neuroses" such as
sexual |mpanrment dijmmunon of drive, and "emotionally-induced neuroses" such as bronchial
asthma and gastromtestmgﬂl syndromes, (b) psychoneurotic reactions involving no pamcular
organ and manifesting as lrmabllrty, restlessness insomnia or fatigue, and depression, and (c (c)
. marked psychosomatic disturbances such as psychogemc anorexia or obesity. Alihough
Zervos and Papaloucas indicated that post- operatlve psychosomatic reactions usually assumed
the simplest form of neurovegetatlve dlsorders,, no mformatlon was provided on the lnCIdence
of pamcular s<mptoms T ' : o
— q ! b .

Chynoweth (1973) found that 26 of 100 hysterectopy patients expressed complaints
following hysterectomy regarding the operation, physical health, mental heahhr?xual relations,
and husband's attitude regardinb the séjual relations. Factors which were signflicantly related
to the expression of complaints were small nur‘pber of siblings, high ordinal position ‘n fagily of
origin, boor relationship with mother, concern over the effects of the operation on future sexual
relations, and difficulty in understanding and accepting the need for the operation. There was
also a tendercy fpr low educational attainment, lack of support from partner, history of previous
surgical operations, and bilateral oophorectomy in addition to abdominal hysterectomy to be
related to subsequent complaints. -

\ | . '

-\, Richards (1973) compared 200 hysterectomy patients with 200 nonhysterectomy
| pakms and found that the hysterectomy patients were fou-r times more likely to become
depressed, as measured by treatment with specific antidepressive drugs, within three years of
the operation, than those in the control group. Richards identified women below the age of 40,

those forwhom there was-pre-operative depression, and those with no gynecological
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pathology as most at risk. Richards_ also noted that pre-operative incidence of depression inthe -

hysterectomy groupwaé ’greater than in the control group. That study was followed by a second

study (Richards, 1974) in which 56 Werectomy patients were compared with 56 women who

had undergone various other operat‘bqs Seventy percent of the hysterectomy patients

reported depression in the three year period following the operation compared with 30 percent _

of the women in the control group. Richards also reported a higher incidence of hot flushes,

urinary symptoms, extreme tiredness, headaches, dizziness, and insomnia in the hysterectomy )

patients which Richards attributed, at least in pan, to endocrine imbalance. Those symptoms, in
conjunction with the depression noted, Richards termed "a.post-hysterectomy syndrome.”

Hamptom and Tarnasky (1974), in comparing the psycﬁological "afteradjustmen't" of
women electing contraception by hysterectomy or tubal hgatlon found no significant
dmerences between the groups on indices of depression, selt esteem physncal complaints,
sexual adjustment, or post- operatlve psychiatric contact. The results contrast with thosé ofa
similar study by Barglow et al. (op. cit.). Hamptom and Tamnasky suggest that random _
assignment in the Barglow study rather than assignment by elective choica may account for that
difference. - .

<

> Moore and Tolley {1976) used Zung's Self-Rating DeWpss ~ _
depression in 47 hysterectomy patients one day p;'e-opera,tively weeks post-operatively
and found no significant ditference in the rates of depression. In both cases, approximately
one-third of the women reported depressive symptomatology Moore arid Tol!ey founda

tendency for women less than QS to more likely be depressed post-operatively (44% versus
18%) and for women with less than 12 years of education to more likely be depr_essec_! (45%

k]

versus 22%), but in netther case was the difference statistically significant.

Dennerstein, Wood, and Burrows (1977), in a study focusing on‘sexual response

.4

following hysterectomy, interviewed 89 women who had undergone hysterectomy and
oophorectomy six months to five years previously to gather information regarding social,

ke
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medlcal gynecological and psychological hlstory and: changes in sexual relations which the

women attributed to the surgery. Thirty- seven percent of the women mdlcated a deterioration
in sexual relatrons 34 percent indicated an rmprovement and 29 percent indicated no change
The presence of pre-operatrve anxuety concemnng possxb!e deteruoratton of sexual performance
after the operation was,srgnmcantly related to subsequent loss of desrre for sexual rntercourse
and increased dyspareunia._Dennerstein, Wood, and BurroWs hypothesrzed that negative

~ sexual expectation mlght be(related to teelrngs that temmumty had’ been atytg(ed Dy the

+ operation, lack of knowledge of sexual anatomy and physiology, negaW
friends and relatives, and changes in the response of the women s/se)$ :

pents from

-\

Meikie (1977), in a review ot research on the psychological effects of hysterectomy,
argued that a vdriety of procedural and design shortcomings make uncertain the importance of
psychological factors. Those shortcomings are identified as an undue emphasis on

retrospective designs, inadequate cqntrSls, cont\amination of assessment procedures, and

13

failure to Juantity and adequately analyze results. Meikle suggested that researchers consider )

t'he reason: or surgery type of hysterectomy technique and whether citier procedures were
carried out at the same time, prior psychiatric history, patient's or relatives’ expectatlons
regarding outcome, parity, age, socio- economic status, religious affiliation, and postsurgery
support as factors He also recommended the use of a suitable control group (cholecystectomy
patients benng one of the more appropnate groups) to gnable the researrher to control for the
nonspecific etfects of surgery. The questlon of a suitable follaw-up penod was rdentmed and
the greater use ot semnstmctured |nterwews and psychological tests recommended.

Meikle, Brody, and Pysh (1977), in a study using those design principles, compared 55
hysterectomy, 60 tubal ligation, a.nd' 38 cholecystectomy patients. No evidence;/; tound_to )
suggest that hysterectomy results in a greater degree of mood disturbance, using the Profile of
Mood States (POMS) as a measure, than the cholecystectomy control procedure. Nor was any

evidence found to suggest that sterilization by organ removal was psychologically more

/
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traumatic than sterilization by tubal ligation. Follow up was oonducted six weeks and three
| month post-operatrvely o o
Cosper Fuller, and Robmson (1978) mtervrewed 40 women approxrmately Six weeks
followmg hysterectomy regardrng physical changes noted during the Yet week at home and at
the time of the mtervnewc. ‘smotio al changes expenehc_ed since surgery; changes in feelings of
femininity, sexual desire énd sal}isT action.and @ttitudes of and toward sexual pariner; and fears
or belrﬂs held.before and after surgery about the effects oLhysterectomy on phy ical,
emotional, and sexual functromng A majority of the réspondents (67. 5%) r ed no change
in emot|onal activity; 25% reported more crying eprsodes than usual after sur‘g;ery 7.5%
reported crying fess. Eleven subjects (27.5°/9) reported ingreased nervousness at the time of
interview; eight reported decreased newoueness. A majority of subjects (62.0%) reported no
change in attitude toward their sexual partner and, of those reporting changeb a majority
- reported positive change. Reponed changes in feelings of femininity , sexual desire, and’
sexual desirability also tended to be positive. Overall, 75 percent of the women mtervrewed
expressed relief that the surgery was performed. _
. Kaltreider, Wallace, and Horowitz (1979) postulated a stress response syndrome to
hystereetomy similar in nature to that identified in individuals following the experience of other
serious life everts. Kaltreider et al. suggested that individuals work throygh a traumawggvent
first by blocking out much of its meaning and then gradually admitting to consciousness, and
briefly cohsiden’n‘g, some of the painful aspects until the change in lite status is accepted. Short
follow-up periods may, then, result in §he nonidentification of psychological impact. When
individuals_do not complete the working through process, a prolonged or intense symptomatic
period, defined as a stress'response syndrome, may resutt. lndiyidu‘ale in Kaltreider et al.'s
study were 28 women younger than 40 years of age who had 'undergor{e a nonelective
hysterectamy for ponmalignant conditions approximately one year previously. Samistructured
mtervrews weré conducted and ubjects were rated for the presence of a st 'ess rasponse’
syndrome A rating of "none”™ was grven to sub;ects who experrenced normal am 3ty leading to

[
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“up pefiod in studies by Moore and 'Tolley and by Meikle et al. was insufficient, conducted a

”~ =
an adaptive response to the hysterectom@:aQ%) a.rating of "mild" to subjects indicating sorhe )
persistent, anpIeasaum experience oj intrusive imaggs feelings, or the need to avoid acuvely \\
the implications of the surgery {43%), and - iaung 3t vere” 1o subjects who experienced
intrusive and avoidant symptoms at alevely tdis rupted their usual functioning for prolonged
periods (18%). The range of symptoms reported included anxiety, phobias, obsessive
thoughts, and depression. Factors related to a poor outcome were identified as expenencmg
oneself post-operatively as a "changed woman," the presence of a persisting wish for future

children, "increasingly maladaptive levels of general life functions,” and poor adaptation to
R 4
previous losses.

3

Martin, Roberts, and Clayton (1980), in response to concerns that the thrge-month follow-.

study of 49 women receiving a hysterectomy for reasons oiher than cancer. The women were
assessed pre-operatively, using a structured psychiatric interview and the Zung Self-Rating
Depression Scale (SDS), and, again, one year post-operatively. Using Feighner's criteria, 53
percént had a history of psychiatric illness, with paﬁiculany high rates of‘ hysteria (somatization
disorder) and depressive iliness, Forty-four of the subjects were. contacted on foliow-up and

were reinterviewed. At follow-up, 66 percent of the women received a psychiatric diagnosis,

the most prevalent being hystena (30%) and primary aﬁecuve disorder (20%) Al but three (9%) ~

had an index psychiatric diagnosis. A nonsignificant decrease in the Zung SDS score was
shown from index 10 follow-up. Martin et a!. also assessed other symptoms identified by .
Richards (op.cit.)fas_part ofa post-h;'sterectomy syndrome and found 25 percent _°' the women
interviewed to q&;’am for such a syndrome. All eleven women qualifying were diagnosed as
psychiatricallya'gl pre-operativety. ten of whom as hysterical. No significant changes were
reported in sexual indifterence, "frigidity,” or dyspa'reunia; }?}

Gath, Coop;ar, and Day (1982}, in another prospecti_\)e study involving 156 women with
menorrhagia of benign origin, found a significant decrease in psychiatric morbidity using the
Present State Examination (PSE) both sii and 18 months after surgery. Coinparing the number

<

<@
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of pre- -hysterectomy patients exhibiting psychiatric morbidity, éath et al. found the proportion to
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be sngnmcantly hlgher than in the general population. Ninety mdtvnduals (58%) of the sample
were dtagnosed as psychiatric cases pre—operatlvely At 18 months after surgery, 34 of those
lnduwduals were dragnosed as Gases {predominantly neurotic depression and anxiety states),
51 as noncases and flye were not contacted. Of the 66 individuals diagnosed as noncases

preoperatively, nine were diagnosed as cases 18 months after, 54 were diagnosed as

,noncases, and three were not contacted Gath et al. also reported significant improvement in
Profile of Mood States (POMS) scores, mcreased sexual frequency, increased enjoyment of

sexual intercourse, and improved feelings of well- bemg. Interms ot demographic and physical

" factors related to psychiatric status 18 months post-operatively, Gath et al. found no significant

relationship between age, marital status, parity, social class, organic versus dysfunctional
uterine bleeding, or concom'rtant bilateral oophorectomy. Subjects exhibiting psychiatric
morbidity 18 tnonths post-operatively were significantly more likely to have experienced marked
premenstrual tension pre-operatiyely, to have had hospital-contact for nongynecological
physical complaints'in the 18 months following surgery, and to have had four or more physician
contacts for gyriecological and other reasons in that- penod There was also a strong

relattonshtp between psychnatnc outoome aﬂer hysterectomy and psychuatnc status before the

' operation as measured by the PSE and the POMS, wrth the neurotrcrsm scale of the Eysenck

. Personality Inventory, nd with a history of previous psy%hiatricreterral.

' Webb and Wilson- Barnett 41983a, 1983b) found a statistically significant decrease in

- depressron as measured by the Beck Depression lnventory between the fifth or sixth past-

- operative day and four months post- operatlvely Self-concept, as measured by a modified form

of the Rosenberg Selt -Concept Scale, |mproved and subjects did not report feelings of

devaluation or detemlmzatron On the whole subjects reported that they were glad to have had
. the operatton\ and did not r_egret loss of menstrual and reproductrve functions. Contrary to Gath
et al.'s finding, Webb and Wilson-Barnett fod‘nd no relationship between the EysenCR_
- Personality Inventory neuroticism score and outoorae. Although communication‘between

spouses regarding the opération and its effect on sexual relations appeared to be limited, those
‘l L ’ N . : ' .
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" who felt positively supported by their partners had better outcomes in terms.of physicail:health}'
resumption of sexual activity, resumption of other activities, and satistaction with recovery.
Webb (1983) suggested that response to hysterelctomy depends on the.extent to which “self-
concept as.a feminine person, an atuacti\)e sexual being for whom child-beéring has been a
major and hidh!y vaiued social role” (p. 207) is threatened. She argued that social support, that
is, suppont from partner, family and friénds, and information, are important re sources that affect
| the reappraisal phase of the the coping process and subsequent outcome. Webb also
“suggested that, as attitudes toward gender roles change under the influence of feminism,

attitude toward hysterectomy will also change and its emotional consequences will become less
. ' _ +
traumatic. _

Paimer (1984), in a study of 69 post-hysterectomy patients who were less than 35 yéars ‘\
of age at the timd of the surbew, examined the relationship between post-hysterectomy |
depression measured by the Zung Self-Rating Depression Scaie (SDS), perceived édequacy of
pre-operative education, continuing strong desire for biological children, and sex-role .
socialization as assessed by the Bem Sex Role inventory. Palmer found no relationship
between post-hysterectomy depression and perceived adequac9 of pre-operative education o;
continuing strong desire for biol:ogical children. Significantly more women exhibiting post-
hysterectomy depreséion were classified as feminine than as androgynous, and Palmer
suggests that women who are "teminine” in their sex-role orientation may lack a'cceptable
alternatives "when stripped of their child-bearing apility." However, those results must be
interpreted cautiously as little difference-was found between femininé and masculine groups.
Thirty-five percent of Palmer's subjects exhibited post-hysterectomy depression.

Tsoi, Ho, and Poon (1984) also investigated the relationship between sex-role
orientation, as measured by the Chines« Jex Role Inventory which is similar in form to the Bem
Sex Role inventory, in a study of 20 Chinese hysterectomy patients. No re‘latior}ship was found
between sex-role orientation and post-hysterectomy adjustmerit as assessed by a complaims

measure and the General Health Questionnaire. High scores on the hypochondriasis scaié of



a@
=%

the MMPI, administered pre-operatively, were found to correlate positively with the outcome

measures.

Lalinec-Michaud and Engelsmann (198, 1985), in z;prospective study designed to
determine the.incidence ‘of clinical depression in women following hysterectomy and to-identify
risk factors for depression, found a higher thaﬁ average incidence of psychiatric morbidity in
women seeking hysterectomy and a significant im\;:rovement in symptoms following
hysteregtomy. Women with high pre-operative anxiety were more vulnerable to depression
both before and after the operation. More women who had emergency surgery {less than one
month's notice) developed depressioh than women-who had elective surgery. Comparison of
depressed and nondepressed women in the study showed a significat difference between
the groups regarding pre-occupations related to po8t-operative sexual life. Lalinec-Michaud
and Engelsmann also speculated that women who have diversified interests besides those
defined by traditional gender role will feel less threatened by the removal of female organs, and

will, therefore, experience less anxiety and, conseduently, less depression.

In summary, early studies éenerally reported adverse psychological effects following
hysterectomy, c_iepression being the most commonly reported, although there were scattered

reports of no signiticant effects even among the early studies. Adverse psychological sequelae

" were generally seen to be related to the loss of child-bearing capacity which was seen to have a

negative impact a women's view of herself as a "complete woman." Women reported as most
vulnerable were those lacking partiner.support, those expressing concern about the effect on

future sexual relations, younger women, women with fewer children or women desiring more

~ children, those with no gynecologica! pathology, and those with a history of previous

psychiatric problems.

, Inthe late 1970's, following the expression of concern about the methodological
adequacy of many prewious studies, there was a shift in methodological design and prospective

studies became popular. With changes in research methodology, the number of studies
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reporting negative findings increased considerably, and it became apparent that many women
experiencing psychologicafd@icﬁtties post-operatively had pre-aperative difficulties as well.
Several studies also reported overall improvement in psychological weli-being foliowing
‘hysterectomy. ' '

Hdwever, it is clearly the case that ~a‘large number of women continue 1o experience
psychological distress following hysterectomy, and continuing attention has been given to
those factors which distinguish wéf‘hen who experience psychological distress from those who

“do not. Within that context, recent attention has been given to the possibility'tha._.i"'s,éx-role
orientation may be a distinguishing factor.

k.

Questions arising from_ghés Imér‘z;ﬁyfre, then, are:

1. Given the reports both of adverse consequences and positive benefits to
hysterectomy, what changes, both positive and negative, do women themselves see
as resulting from hysterectomy?

2. What demographic/background factors can be expected to distinguish women who
experience post-hysterectomy adjustment ditficulties from women who do not? Age

,s>at the time of hysterectomy, parity, and previous psychiatric history have been
" implicated in the literature. '
L

3. What situational factors can be expected to distinguish women who experience post-
hysterectomy adjustment difficulties from women who do not? Support of spouse is
one such factor that has been implicated.

] 4

Qb, 4. Are there factors with respect to how 2 woman views herself as a woman that

influence adjustment to hysterectomy?
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Sex Role

Prior to the ea;ly 1970's, the'prevailing assumption was that masculinity and femininity are
opposite poles of a single dimension and that psycholdgical weil-being is depéndent on
congruence between sex-role orientation and gender (Whitley; 1983, 1384). Constantinople
(1973) was among the earliest writers to question the assumption of bipolarity. She argued that
existing tests of masculinity-femininity were inadequate for several reasons: (a) evidence for
separate masculinity and femininity dimensions which calls into question the assumption of
bipolarity, (b) evidence that masculinity-femininity are multidimensional rather than
unidimensional concepts, and (c) the questionable use of sex differences in item response as

the sole criterion of masculinity or femininity.

Since the time of Constantinople's review, a number of sex-role inventories have been
developed which treat m'asculinity and femininity as separate dimensions; (a) the Bem Sex Role
Inventory (BSRI; Bem, 1974), (b) the Personal Attributes Questionnaire (PAQ; Spence,

elmreich, & Stapp, 1974', 1975), and (c) the PRF ANDRO baged on Jackson's Personality
Research Form (Berzins, Welling, & Wetter, 1978). In addition, two traditional M-F tests have

‘been adapted to allow masculinity and femininity to be scored independently: Heilbrun's (1976)

inventory of the Adjective Check List and Baucom's (1976) independent tnasculinity and |
femininity scales of the California Psychological Inventory (CPI).

Bem (1974) argued for the possibility that individuals might be both masculine and
feminine, or both insttumental and expressive, depending on the situational appropriateness of
those behaviors, and, conversely, that “sex-typed” individuals, that is, masculine males and

“ feminine temales, might be limited in the range of behaviors available to them. Bem suggested

that highly sex-typed ind{viduals are motivated to keep their behavior consistentith an.
internalized sex-role standard, inhibiting behavior considered undesirable or inappropriate to

their §éx, and she hypothesize& that androgynous individuajs woyld{hibit more flexibility in



their responses and actions. Implicit in Bem's theory is the belief that greater flexibility and
adaptability is related to psychological heatth.

Bem (1975, 1976) argued that a high leve’ of sex-stereotyping may ot be desirable and
noted researfch showing high femininity in females to be correlated with high anxiety, low selt-
esteem, énd low social acceptance, and high masculinity in adutt males to be correlated with
high anxiety, high néuroticism, and low self acceptance. Bem hypothesized that masculinity
and femininity might each be negative if not balanced by the other.

... extreme femininity, untempered by a sufficient concern for one's own needs

as an individual, may produce dependency and self-denial, just.as extreme

masculinity, untempered by sufticient concern for the needs of others, may

produce arrogance and exploitation.... Thus, for fully effective and healthy human \
functioning, both masculinity and femininity must each be tempered by the other,
androgynous personality. (Bem, 1976, p. 51)

Bem {1975) argued t‘hat an androgynous self-cancept would allow an individual to
engage freely in both masculine and feminine behaviors and hypothesized that androgynous
‘individuals would 'be more likely than masculine or feminine individuals to display sex-rdle
adaptability across situations and to engage in situationally effective bahavior regardless of its
"appfopriateness" for their sex. The hypothesis was"tes’ted by attempting to evoke a
sterég}ypically masculine‘behavior, specifically, Independence from social pressgre, and a
stereotypically feminine behavior, specifically, nu‘n'urance or playfulness toward a kitten. Bem
found that masculine and androgynous individuals were significantly more likely to exhibit
independence from social pressure as predicted and that feminine and androgynous men were
significantly more likely to 9xhibit playful or nurturant behavior toward the kitten as predicted.
Feminine females, howeveZ?, were less likely to show nurturant or playful behavior than

androgynous females while masculine females were no less likely to do so.

o

In an attempt to détermine“whether the low level of nurturance shown by feminine
females was unique to their interaction with animals, Bem, Martyna, and Watson (1376)

conducted two further experiments, one involving interaction with a human infant, and the other

i
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" designed to evoke sympathetlc and supportive hstemng which did not require the individual to
play an active or initiating role in the interaction. Bem et al. also tested the hypothesns that use
of a median split technique which dlstmgmshed androgynous and undifferentiated individuals
would atter the outcome of the expefimenté. The results of the experimenfs duplicated the

finding of Bem's previous experiment thét feminine and androgynous malés were significanny e

more nurturant in their behavior than‘masculine males. The results also suggested that the low

nurturance exhibited by feminine females in the previous experiment may have been situation .

specific, as there was a tendency for teminine females to exhibit more nurturant behavior in a
situation 'involqving interaction with a humah infant and a clear indication of more nurturant
behavior in a situation which required passive support o'nly‘. ’

‘ ) | N | |

Bem and Lenney {1976) further investigated the relationship between sex-role

orientation and "cross-sex behavior" to determine whether such behavior is “motivationally
problematic” for masculine males and feminine females or whether sex-typed nndwxduals wou d
{reely engage in such behavior it the situation were structured to encourage it. Bem and

Lenney found that sex-typed individuals were significantly more likely to engage in sex- «

[o9]
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.. appropriate behaviors, even with a monetary incentive to do otherwise, and more likely to report -

negative feelings when they did-engage in cross-sex behaviors, especially in the presence of
an opposite-sex experimenter. Bem and Lenney concluded, on the basis of the experiment,

that sex-typing does restrict behavior in unneces‘sar‘y and perhaps dysfunctional ways.

The question of greater behavioral flexibility and adaptability has received considerable
attention in the research since Bem's early experiments which suggested that androgynous
indiViduals were behaviorally more ﬂexible. Orlofsky and Windle (1978), following Bém's (1977)
acceptance of the restnct:on of the term "androgyny" to individuals with both high masculinity
and hngh temunanrty scores, sought to determine whether behaworal flexibility is the result of an
adaptlve strength associated with high levels of mascutinity and femmmny (androgyny) or the

;(e_sun of the freeing eftfects of a lack of idémiﬁcation with either sex-typed role (unditferentiated
'orieniation), or both: ?ehayiora! adaptability was assessed by scores on a measure ot
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interpersonal assertiver;ess.bwhich Orlofsky and Windle considered to be a characteristic typical
of the masculine' instrumental orientation, and a measure of affect coghnion which was
considered to be a charactensnc typical of the feminine, expressuve orientation. Ad]uqtment
was also assessed using several of the Omnibus Personallty Inventory Scales. Oricisky and

Wmdle found that an androgynous sex-role orientation leads to greater behaviorat flexibility than

asex-typed or cpss-sex-typed orientation and.is assocuated with high levels of self-esteem and

personal integration. Cross-sex-typing permits more effective “opposite sex behaviors", and is
associated with high self-esteem in women and low self-esteem in men, and subjective feelings

.of discomfort and alienation in both sexes. Sex-typing, while associated with a subjective sense*

of well-being, was found to correlate negatively, in women, with the measure of self-esteem.
’ ‘ o ‘ ;

%Imrelch Spence and Holahan (1979),in a conceptual rephcatlon of Bem and Lenney s
(1976) study, using the PAQ, found that androgynous and masculine subjects of both sexes
had higher comfort ratings performing a series of masculine, feminine, and neutral activities,
independent of task, than did feminine or undifferentiated subjects. In forced-choice
situations, significant differences wereyfot:;\d c' iy in maleé, mastuline males exhib.iting stronger
preterence for sex-typed tasks than oth-2r groups Furthe'rmgre, sex-rolé orientation accounted
for only a small percentage of the variance  He'"'reich et al. concluded that the lrait'dinﬁensions .
measured by the scale are conceptually distinguishgble from sex-role attitudes and sex-role
behaviors and may be only minimally associated with-them.

Spence and Helmreich ¢1978) argued that distinguishing between expectations about
the ways typical men and women behave, that is, attitudes regarding appropriate behavior for

women and mén, and "masculinity” and "temininity” as personality characteristics is necessary in

‘ensuring clarity in research on sex roles. In a study designed to assess the relationship

between masculine and feminine traits, as miéasured by the PAQ, and sex-role attitudes,
measured by the Attitudes Toward Women Seale (AWS), Spence and Helmreich found that, *
although subjects perceiving large differences in the chiaracteristics of the sexes had more
traditional sex-role attitudes, the relationship between subjects’ scores on the AWS and their



self-report on the PAQ was weak. While there was a tendency for "traditional” men and women
to be more masculine or feminine, reépectively, on .the PAQ, odrre}ations were low and not
uniformly signiticant. . ' L ' '
Orlofsky (1981), in assessing the relationship between personality traits measvured by the
PAQ, sex-role attitudes measured by the AWS, and sex-role behaviors, measured by a the Sex
| Role Behavior Scale-1, developed by Orlofsky, also found only mir;imal relationships between
traits and behéviors,‘traits and attitudes, and attitudes and behaviors, although the relations}xips
| obtained tended to be positive across the scales. b

However, Orlofsky, Gohen, and Ramsden (1985), in a replication of that »§tudy using the
revised Sex Role Behavior Scale, found fairly strong relationships for each sex‘bét{ve\_en‘ the
behaviér scales and the trait scaleé. The revised scale added a number of items to allow for thie
calculation of scores on each of four subscales namely recreation, vocational interests, social
interaction, and mamal relations. Orlofsky et al. found that the relatlonshtp between sex-role
traits and behavnors appeared to be stronger in some areas than others and suggested that the
revisions to the scale may account for the difference in results. Moderate relationships were
also found between- sex-role attitudes and behaviors. Orlofsky et al. argued that tho§é ‘
relationships give support to Bem's cognitive-developmemal perspective (Bem, ‘1981b) that
the gender schemas of sex- typed individuals predispose them to follow tradmonal sex-role
. prescriptions in their self- concepts and behaviors and to avoid behaviors typlcally aswcnated
with the opposite sex. On the other hand, Orlofsky-et al. noted that the sex-role behavior
differences were attributable, in larger part, to sex than to sex-role trans and that the
relationships demonstrated are far from pened. In addition, the behavior area subscales were
shown to be only partially correlated, giving support to Spence and Helmreich's position that
many other variables besides instrumental and expressive personality trait§ ére imp,ortént in the
determination of sex-role behaviors. Orlofsky et al. concluded that, although there is overiap
among sex-role pﬁenomena' maswlinny and femininity are not unidimensional ‘and sex-role

behaviors cannot be inferred automatically from sex-role traits or attitudes. /



Contrary to Bem's hypothesis that sex-typed individuals are less well psychologically
adjusted, Deutsch and Gilbert (1976) found that, while androgyny was related to adjustment, as
measured by the Revised Bell Adjuétment Inventory,'fo'r woman, masculiniiy was more, not

‘ Ieés, adjusti've for men than androgyny. Deutsch ahd Gilbert concluded that the consequences
of an androgynous seif -concept may be different for women and men, giye /the social context
of a'male- onented culture. They suggested that the poorer ad;ustment demonstrated by
female subjects was related, not to sex-typing, but to the much greater 3xtent of discrepancy in
the female subjects between "real self*, 'ideal self”, and belie? about what the opposite sex

. views as ideal aftributes. ¢

Silvern and H\gan ’1979) in a replication study that used the median-split scoring system,
L - also found that superior, adjustment was associated with androgynous rather than sex-typed

crientations only among wgmen, not among men. Furthermore, adjustment ditferences among

L . sex-types were accounted for by ditfterences in masculinity, leading Silvern and Ryan to the

P ‘conglusion that masculinity is the primary predictor of adjustment.

‘ 9; Q% Jones Chernovelz and Hansson {(1978) also found mascullmty to more predictive of
a@j&tmem than aridrogyriy. Jones et al. compared androgynous with sex-typed and-opposite
Ayped, r?dwlduals along several atmudmal personamy and behavioral diménsions. They
Mé% that androgynous individuals would be Iess neurotic, more extraverted, more
' .f'n‘ffbrms of locus ot control, h:gner in self- esteem and have fewer alcohol-related

AT
?‘ Giantrary to preductnon Jones et al. found that ?ess sex- typed men expenenced

I3
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Bassoff and Glass (1982),1n a meta-analysie of 26 studies'relating mental health and sex
roles, found a etrong posit(ve relationship between masculinity and mental health. Atthough
androg';lny w‘as asseciated with higher levels of mental heatth than femininity, it was the
masculine component of androgyny rather than the mtegratlon of masculmrty and femininity,

,a

which was responsible for the difference.

Taylor and Hall (1982) conducted a meta-analytic study to compare the "balance” 2o
and gyny position represented by Bem's early writing, which suggests interaction effects '
between masculinity and femininity, with the androgyny formulation of Spence and her .@ ‘
associates, which would pr%dict a main effect of masculinity and a main effect of femininity.

Taylor and Hall concluded ?hat both masculinity and femininity showed positive effects,
regardless of sex of subject, with measures of psycholegical well-being, although the effect of
masculinity was considherably greater. In general, interaction effects were small relative to the
masculinity main effects which were predorninant. and Taﬁor and Hall concluded that there was

little support for a "balance” androgyny hypothesis.

Whitley (1983) conducted a meta-analytic review of 35 studies investigating the
relationship between sex-role orientation and self-esteem, considered an indicator of
psychological well-being. Self-esteem measures were classified as measures of giobal seH-
esteem andksocial self-esteem, the latter referring to a person's sense of adequacy or worth in
social interactions with others. Whitley found masculinity, femininity, and the interaction
between the two to be a]\l positively related to self-esteem, wiih masculinity carrying the greater -
weight, accounting for 27 percent of the variance versus three percent of the variance
accounted for by femininity eftect sizés. Masculinity effect sizes were greater on measures of
social self-esteem than on measures of global self-esteem. Whitley also noted several
methodological concerns, perhaps most important being the question of shared measured
variance on the sex-role and self-esteem measures because ¢t 8 almost exclusive use of
socially desirable ttait descriptions on the sex-role measures.



Whitley (1984, . in another meta-analytfc review, invesfigated the relationship between
sex-role orientation and depression (13 studies) and sex-role orientation and other, more \
general, measures of psycho!ogical adjustmenf (24 studies). He found a negative relationship -
between masculinity and depression, and no relationship between depression and femininity,
sex of subject, or sex by sex-role interactian. With respect to general adjudtment, positive
relationships were found between adjystment and masculinity and femininity, although erfect
sizes were smaller for femmrmty No relatronshrps were fou i between adjustment and sex of
subject or sex by sex-role interaction. Whnley conciuded that 'ne results of his studies indicate
support for the "masculinity model and suggested that the relationship between masculinity
and low depression and high gene[_al adjustment may reflect strong beliefs in self-efficacy
measured by the "agentic-masculine” scale of the sex-role inventories. He further speculated _
that the smaller relationship with femininity may retlect a lower societal emphasis on communal
relationships as a source of reward and achievement. s

Adams and Scherer (1985) investigated the relationship between sex-role orientation,
adjustment as measured by the Minnesota Multiphasic Personality Invemory"(MMPl) a measure

measured by the MMPI, and masculine sub}ects

Q
an androgynous subjects. Adams and Scherer ‘

hypothesized that conflicting response tendencies may be present in an'drogynous individuals,

or, anematwely, that femmmnyrpebse is detrimental to psychological adjustment. Masculine
subjects scored sugnrfrcamly hvgﬁer than androgynous feminine, and undmerentlated subjects
on measures of genera| self-efficacy and assemveness Masculine and androgynous subjects

scored significantly higher than féminine and unditferentiated subjects on a measure of socral

self-efficacy. : o . o

Very few stud »5 ¢: the relationship between sex-role arientation and psychological well-
being have looked at groups other than college students. Rendely, Holmstrom, and Kam

-



(1984) ihvestigatec; the relationship between sex-role orientation and mental heaith in
suburban homemakers using the SCL 90- R which is a $eli-administered check jst. o
Homemakers were divided into two gfoups full-time homemakers and part-ume homemakers

‘ Although sex-role group was found to be significant, neither homemaher §tatus nor the
interaction of homemaker status and sex role were ssgnmcarg Ona majoggy of the dlmensnons

~ androgynous and masculine groups tended to report the fev&eist symptomi @eprﬁsson was
the most important symptom distinguishing sex-role groups, with' éﬁ)srety ps@ghcnsm,ﬁand
absence of hostility next, and with interpersonal sensitivity and abseﬁﬁae ofsomanzataon feast
strongly represented.

Implicit in the research on the relationship between sex-role orientation and adjustment is
that mascuhne and androgynous.sex-role trait§ contribute to more effective coping strategies.
Reilly (1982) tested the hypothesis that masculine and androgynous women would be more
likely to use direct action coping strategies versus palliative coping strategies with a differential”
eﬁe_c{ in cognitive respo.ns‘e to str =s. Androgynous women reported a significa'ntfy greater
tendency to use direct action techniques than feminine and undifferentiated women. Direct

action coping was further related to significantly lower scores, in the ‘category of defense of self. . .

- :

Lugkman (1984) used Burke's quest.onnaire of coping_pehaviors:to test the validity of

Bem's theory of androgynous flexibility in coping behaviors to deal with everyday stress. He
“ound, consistent with the postulation that women arg more encouraged to display. Cross-sex

behaviors than men, that females had higher cbping'ﬂexibilit); indices than males. He also found
that feminine individuals had higher coping flexubnluty indices than mascullne individuals. Among
males and females, separately, androgyny showed no sugnmCant advantage over sex-typing.
Those results are contrary to what would be expected on the basis of other research regarding
sex-role orientation and behavioral flexibility and suggest that further \_~ork might be done in this
area.
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In conclusion, most of'the sex-role research suggests that, for women, higher levels of
masculme personalny trans are rélated to better adjustment regardless of the kmds of

measures of ad]ustment used. The literature also suggests, however that femmmny and

: masculmny afe not unidimensional constructs and that, while personality traits may be one '

componem attrtudes and behaviors are another. In looking at the relationship between sex

role and adjustment to any specific event, it is, therefore, |mportant to ook at various facers of
the sex-role construct. _ . \

a

]

Questions arising from the sex-role literature are:

-

1. Given the positive effect of high endorsement of }nascul'ine attriputes on adjustment

generally, will there be a positive relatlonshlp between mascul' ity and adjustment to
hysterectomy'7

2. In addition, will less traditional sex-rele\attitudes be related to positive adjustment, ok
will less traditional attitudes, rather than masculine personality traits, be related to
positive adjustment? o

3. Will sex-role orientation mﬂuence the coping strategies employed by, women
undergoing hysterectomy’?

-



CHAPTER Il
\ p Methodology
» .
' The purpose of the study was to examine factors which distinguish women who
experience problems in post-hysterectomy adjustment from women who do‘hot, and, in

particular, to determine whether "feminine” personal attributes orrtraditional, attitudes toward the

~ role of women are more common in women experiencing prbblems. This chapter describeé
proce used in data collection, the sUbjects in the study, insm;mems, and method of data
© analysis. ’
: , e
N Procedures : iy
Letters were sent to aII gynecologists listed in the reglstér o the Alberta Colle@ of
Physicians and Surgeons pracusnng in the Edmonton area requestmg permission to make
questionnajres available in their offices to women who had had a hysterect'omy (Appendix A). A
copy' of the questionnaire (Appendix B) was attached and a letter of Support from ar Edmonton
gynecologist (Appuendilx C). -A total of 52 gynecologisté in 24 offices were contacted;
permission to distribute q'uestionnaires was received from 27 gynecologists in~1 officeé.

Two hundred and sixty-five questlonnaares were dlstnbuted with attached postage-raid
envelopes. A covering letter (Appendxx D) was Cattached to each questionnaire indicating . that
partlcupatlpn was voluntary and that all results would be presented in such a manner as to ensure
confidentiality. _ ' | i

At the end of the study, 56 uncompleted questionnaires were recovered from
gynecologists' offices.
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\ Subjects
The study is based on results from 77 subjects. Age of subjects ranged from 25 to 69.
Seven percent were single, 74 percent rharr.ied, and 20 percent were separated, divorced, or
widowed. Thirty-tgﬁree percent had had the 1hysterectomy less than one year ago, 16 percent
had the hysterectomy from one to two years ago, 29 percent had the hysferectomy from two to
ten years ago, and 22 percent had the hysterectomy ten or more years ago. Reasons for the
' hysterectomy included cancer or fear of cancer, fibroids, endometriosis, fnenst'rual d‘ysfunction
with,and vx}ithout associated pain, and other gynecolog.cal diseases or pfqblems.

oy

Instruments

»  The questionnaire (Appendix B) cdmpleted by participants was comprised of the
following elements:

Basic demographic data and information regarding the hysterectomy ingluding several open-
“ended qﬂestions‘ regarding positive and/or negative changes in the respondent's life

occurring as a result ot the hysterectomy.

Coping behaviors used by the respondent when it became apparent that a hysterectomy

might bé necessary. The list developed is based on Weisman's conceptual framework.

Weisman (1979) defines coping as "what one does about a problem in order to bring about
‘relief, reward, quiescence, and equilibrium” (p. 27). Weisn lists the following as

illustrations of coping strategies:

(a} seeking more information (rational inquiry);
. {(b) sharing the concern and talking with others (mutuality); e

© (c) laughing it off; making light of the situation (affect reversal);

(%)
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(d) trying to torgei; putting it out of one's mind (suppression);

(e) doing other things for distraction (displacement/redirection);

{fy taking action based on present understanding (confrontation);

Q) acceptmg but finding somethmg favorabie (redefmltuon revision);

h) submlmng 1o the inevitable; fatalism (passive acceptance);

-~

doing something, anything, howe7yer reckless or xmpractlcal
(|mpulsw1ty)

() considering or negotiating feasible alternatives;

(k) reducing tension with excessive drink, drugs, or danger (life threats);

() withdrawing into isolation; getting away (c_iisengagement);

(m)blaming someone or something (extern_alization, projection);

(n) seeking direction; doing what one is told (cooperative compliance);

(0) blaming onesetf; sacriticing or atoning ("moral masochism").
Weisman argues that strategies intermingle and are seidom found by themselves.
Respondents were, therefore, asked to check as many of the listed strategies as were
applicable. -

A tive-point hysterectomynadjustment scale, adapfed from the scale developed by Handman

(1983), and based on the literature regarding psychological effects of hysterectomy. The
iter;;s of the scale are designed to assess (a) feelings of psychol’ogical well-being; (b) effect on
interpersonal relationg: {c) feelings of loss and changes regardinc ;uif-concept as a woman;
and (d) prevalence of commonly reported psychological sequelac

\\\

The Spence-Helmreich Attitudes Toward Women Scale (Spence & Helmreich, 1978). The

scale contains statements "describing the rights, roles, and privileges women ought to

have or be permmed' (p. 39) and requires respondents to indicate their agreement wnh cach

statement on a scale ranging from "agree strongly” to “disagree strongly.” Items-were scored

110 5 on a five-point scale, to conform with the five-point Likert scales used for the majority of

b
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the questionnaire . High scores indicate a proferninist, egalitarian attitude; low scores, a more
traditional attitude. The fifteen-item version used in the questionnaire has been found to

) have a correlation of .91 with the original fifty-fie item scale in a sample of college studehts.
Spence & Helmreich report a Cronbach alpha of .89 on the fifteen-itém form in a sample ot'
college studenfs. Daugherty and Dambrot (1986) obtained Cronbach 'alpha and Spearman-
Browg Spm-hah reliabilities on the fifteen-item scale of .85 and .86, respectively, in a sample of
43 female students, their'mothers and grandmothers (N=129). In a sééond study of 511 male
and female students, Cronbach élphas of .81 and .84 and Spearman-Brown sp!” alf .
reliabilities of .83 and .87 were obtained on a pretest and pasttest, respectively. Test-retest

17

reliability after an interval of three weeks was found to be 86. - | ' -
" Five additional questnons were aog)ed to the fmeen -item tornré ot “me AWS dealmg specmca\
swith attitudes thard the role of women Vis-a+vis chm;i ,i@armg and child- reanng One item
was from the 55 item form of the AWS, omg nem v\,as ﬁwm the Sex Ff%ole ldeology and Famuly
Orientation Scale (Angnst Muckelsen & ﬁenna 1976), two r‘ems were from the Sex Role
Survey (MacDqnald,, c1975) and one item was developed for the‘study

The Bem Sex Role Im’/entory (Bem, 1981a). The short form of ih‘e BISFQII, consisting of 30 filler
items was used On the basis of thé iﬁdi;ima%‘s response to the 30 persénality "de5criptors
the subject receives a masculinity score based.on endorsement of masculine nems and a
femininity score based on endorsement of feminine nems A median split techpnque was
used to classify respondents as 1emm|ne (f@mmmny score > 5.70, masculinity score < 4.80),
masculine (femininity score < 5./0, magcullmty seore >4 80) androgynous (temininity score
2 5.70, masculinity score > 4.80), or undmerentnated (femininity score <5. 70 masculinty
score < 4.80). The short form excluded gjerﬂs ‘which did not correlate strongly with the
femininity and masculinity scales and is, t.h“erefore, more internally consistent. Coefficient
alphas, reported by Bem, for females, arg 84 forthe feminin'rty scale and .86 for :he
masculinity scale and, for males, .87 :or tHe femmunrty scale and'.85 for the masculinity. scale."

Lippa (1985) reports that the BSRI has good test retest reliability. A decision was made (o]

o
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use the BSRI, as opposed to other sex-role inventories, was made on the basis of the much

greater use of that ingtrument in sex-role research.

- 7
What demographic factors, if any, distinguish women who experience difficutties with post-

hysterectomy adjustmeht trdm women who do not? Specifically, are there significant
differences between "good adjusters” and "poor adjusters” in terms of age at the time of the
hysterectomy, maﬁtal status at the time ot the hysterectomy, number of children, employment
status at the time of the hysterectomy, or educational level?

What situational factors, if any, cistinguish women who experience difficulties with posto
hysterectomy adjustment from women who do not? Specifically, are there significant
ditferencés between "good adjusters” and "poor adjusters” in terms of type of hysterectomy,
reason for hysterec't’oﬁty suppon from others, adequacy of information received,

opponunmes to talk about one's feelings with other women Mho have undergone a

-hysterectomy or previous contact wnh a psychiatrist or psycholog:st for psychotogical

problems?
Do women with more tradmonal attrtudes regardmg the role of women have more difficulties
with post-hysterectomy adjustment? Do women who have more traditional wews about a
woman's child-earing and chlld-reanng roles have more difficulties? That is, will there'be any
signiticant difterences between "good adjusters” and "poor adjusters” on the AWS or the |
additional t'i:/e items designed to tap attitudes on'_child-'bearing and child-rearing?

Do women who ascribe traditionally feminine personality attributes to themselves; that is,
women who are feminine in sex-role onentatlon Sxpenence more drfﬂcumes with post-
hysterectomy adjustment? Do women who ascribe tradmonany mascgnne personality

attnbutes to themselves, that is, women who are masculine or androgynous in sex-role

R 258



orientation, experience fewer difficulties with post-hysterectomy adiustmen_t'?\ That is. will
there be a relationship between the adjustment scale and masculinity or femininity? Wiil thers
be any srgnrf icant differences rn the number of "good ad;usters and "poor adjusters” wno are
classitied as masculine, androgynous femmme or undmerentlated in sex-role onentatron?

5. Do the number or type of coping strategies wnich respondents report using distinguish-
women who experience difficulties with post-hysterectomy adjustment from women who do
not? Is there any relationship between coping strategies used and sex-role orientatli‘on? That
is, will there be any 'sig.nif‘icant differences between "good adjusters” and‘"poor adjusters” in |
terms of number or type of coBing strategies, and will there be any ditferences be.tween
androgynous, masculine, ;eminine. or undifferentiated individuals in terms of coping
strategiés reported? -

4
2

6. What pds'nive and negative changes do women report following hysterectomy?

Several levels of data analysis were performed on questionnaire items. At the r_irst revel,
freqpenc,y distributions were calculated on all items. At the second level, scores were . .
calculated on the adjustment scale anq its subscales (itemg number 36 to 55 of the . N
questionnaire), on the Attitudes Toward Women Scale and related items on child-beéring and’
child-rearing (items number 56 to 75 of the QUestionnaire) and on the Bem Sex Role rnventory
(nems number 76 10 105 of the questionnaire). Masculinity scares on the BSRI are grven by the
mean response vaiue to questron,;numbers 76,79, 82, 85, 88, 9}/94 97 100, and 103
femininity scores are given by the mean response value to question numbers 77, 80 83, 86
89, 92, 95, 98, 101, and-104. On the basis of responses to-the BSRI, subjects were -
classified,using a medran split technique, as masculine, feminine, androg'ynous or L
undifferentiated. Relrabrlrty analyses were conducted on the scz&i Pearson correlatlons were :
conducted between the adjustment scale the AWS and related nems and the masculinity and



femininity scores of the BSRI. A ene-way ANOVA was alsc conducted to determine whether
there‘were any significant differences between individuals classified as masculine, feminine,
androgynous, or undiﬂeréntiated on fhe adjustment scale. |

| ' * <

At the third level, gespondents |nd|cat|ng good adjustment (top gquartile of scores on the
adjustmem scale) were compared with respondents indicating poor adjustment (bottom quamle
of scores on the adjustment scale) to determine those factors which dtstnnguxshed the groups. -
T-tests or-chi square statlstncs were used, as appropriate, to determine whether there were any
significant differences between the groups in terms of demographlc or situaonal variables, sex-

role attitudes, sex-role orientation, or coping strategnes.
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CHAPTER 4

Results and Discussion

" This chapter, cont.ains (a) information on the questionnaire return rate, (b) a déscription of
the sample in terms of responses on questionnaire items raquesting information on _
demographic and srtuatronal variables, (c) results of the reliability analysis of the adjustmém
scale'and a descrrptlon of the sample in terms of subjects' responses to items on thewa,djustment
scale, (d) results of the reliability analysis of the Attitudes Toward Scale and related ilétr‘rs and
the relationship between the AWS and the adjustment scale, (e) results of the claésificatio\n of
. respondents as masculine, feminine, androgynous, or undifferentiated on the basis of
responses to the Bem Sex Role Inventory and the relationship between the BSRI and the
adjustment scale, (f)b description of the sample in terms of reported use of coping strategies, (g)
cnmparisoh of "good adjusters™ and "poor adjusters” in terms of demographic and situational
variables, sex-role attitudes, sex-role orientation, and coping strategies which a‘ddr"esses
research questions one through five as outlined in Chapter Iil, and (h) responses to open-
ended questions asking women what they perceived to be the pdsitive and negatviv:a changes
occurring as a res'uh of the hysterectomy which addresses research questioh six outlined in
Cnépter lll. The chapter concludes with a discussion of the results.

Eighty-three questionnaires were returned which représents a return rate of 40 percent -

“of the questionnaires which were picked up from gynecologists' offices. Five questionnaires
were retumed after the analysis was completed, and one questnonnarre was eliminated because
ot the large number of ommeﬁ responses leaving 77 useable questionnaires.
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Age of subjects ranged from 25 to 69 with a mean age of 42.4. Seven_\percent of
subjects were currently single, 74 percent married, and 20 percent divorced, separated, or
widoweg. Eight percent reported being single at the time of the hysterectorriy, 78 percent were
married, and 14 percent werg separated divorced or wndowed Those who were married had
been married an average 14. 9 years at the time of the hysterectomy, with the number of years
rangmg fromone to 31.

Respondents had an average of 2.3 children with a range from zero to seven. Twelve
percent had no children, 12.percent had one ehild, 42 percent had two children, 17 percent
had three children, and 18 pfrcent had four or more children. '

Thirty-three percent of respondents reported that they were currently working outside
the home on a full-time basis, and 22perceni reboned doing so on a part-time basis. Forty-
three percent re%orted working full-time and 23 percent reported working part-time at the time
of the hysterectomy. |

With respect.to educational level at the time of the hysterectomy, 21 percent reported
being a university graduate, 20 percent reported being a college or technical school graduate, -
29 percent reported being a high school graduate, 28 percent reported that the highest level of
education was less than Grade 12, and three perc/?nt reported that the highest level of"
education was less than Grade 9.

/ length of time since the respondent had the hysterectomy ranged from one month to 20
years with the average being five years. Thirty-three percent of respondents had the
hysterectomy less than one year ago, 16 percent had the hysterectomy from one to two years

} ago, 29 percent had the hysterectomy from two to ten years ago, and 22 percent of the
respondents had the hysterectomy ten or more years ago. The average age at which
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respondents had the hysterectomy was 37.7 with a standard deviation ot 8.9 years and a range
from age 22to age 67. The frequency of women having a hysterectomy at ‘é,ge 30 or younger,
between age 30 and age 40, and after age 40 is indicated in Table 1.

L]

Table 1
(. Frequency Percent
Age ) .
D A
- 30 or younger R .20 26.7
Between 30 and 40 . | . 26, - '_:14.6
v - ) Yy
Older than 40 : ' . 29 38.7
) i
Total ' 75 100.0
&
P

Respondents were r'equ‘ested to indicated the reason for surgery on the queétionnai-re
ahd responses were subsequently categorized as (a) cancé\(b) fibroids, (c) endometriosis, (d)
severe or prolohged menstruai flow, (e) severe menstrual ﬂovﬁvith pain, and (f) other
gynecological diseases or problems which included such reaéons as pelvic inflammatory
drgease and prolapsed uterus. It is recognized that categories may be overlappin’g from an
epidemiological point of view; however, it was felt that the individual's perception and
characterization of the problem might influence‘adjustment more than the medical cliiagnosi's of

the problem. Table 2 indivcates the frequency of respondents in each of those categories.

A}

[y
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Table 2 ‘ T N
Beason for the Hysterectomy
Frequency Percent -
L 4
Reason
Cancerorfearof cancer g, o 12 15.6
Fibroids 15 . 195
Endomietriosis ' 9 , 11.7
Se\)é prolonged, 16 20.8
Severe'me,rﬁ‘ "“.""‘,t [ : ' 15 - 19.5
Other gynecifis ol AN or J2 156 y
Total . 77 100.0

Information r=ceived from doctors was considered by 81 percent of respondents to be
helpful in coping, and information from friends was considered helpful by 57 percent of
respondents. Information from nurses and from relatives was considered helpful by less than
half the respondents (39
respondents appeared to feel

t of respondents in both cases.) In general, the majority-of

at they had been given sufficient information. Thirty percent
would have liked more infornfation regarding the procedure itself, 36 pefcent would have liked
more information regarding physical effects, 30 percent would have liked more information

regarding psychological effects, ahd 26 percent would hdve liked more information regarding



strategies for coping. Twelve percent indicated a desire for other information including
information about weight gain, hospital procedures and routines, pros and cons of hormone

medication, alternatives to hormofe treatment, and how to deal with various physical symptoms
such as gas.

High levels of support were indicated from spouses (77%) and friends (79%). Fifty-two
pegcent of respondents indicated that parents had been supportive, 33 percent that coworkers
had been supportive, dnd 30 percent listed other sources of support, the most often
mentioned being children and siblings. Having an opportunity to talk to other women about
oné's teelings appeared to be helpful. Fifty-eight perc‘ent of réspondents indicated that”the
opportunity to do so before the operation had been helpful, eight percent indicated that it had
not been, and 34 percent indicated th'ét.they did not have such an opportunity. The number of
women reporting that an obponunity to talk, after the hysterectomy, about their feelings with
another woman who undergone hysterectomy was helpful was 60 perégnt and the number of .
women repomng a negative experience wagésve’?ercem Thirty-three percent of

respondents indicated no such opportunity after the hysterectomy.

Eighteeﬁ percent of respondehts }eponed t,haf they had been under the care of )
psychiatrist or psychologist for problems such as depression or anxiety or for othery '
psychological problems at somé point prior to the hysterectomy. Those respdndents were no
more likely to report negative changes on an open-ended q;}estion asking respondents about

negative changes foliowing hysterectomy than were respondents who reported no such
previous history.

Adiustn H
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Adjustment to hysterectdmy was measured by a five-point hysterectomy adjustment scale”

adapted from the scale developed by Handman (1983). The scale included a total of 20 items
with @ maximum score of 100. The mean score on the scale was 78.8 and the standard
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deviation was. 14.4. Subscale scores were also computed. Each subscale included five items
with a' maximum score of 25. _Mean scores and standard deviations for each subscale are shown

" .inTable 3. A reliability analysis of the scale was conducted and a Cronbach coefficient alpha of

.91 obtained. All tems were positively correlated with the scale with a méan inter-item
correlation of .35. In summary, the instrument appears to be an intemally consistent scale with

good reliability. “
/

Table 3 o

E | Devial

. . ﬁ»(? B3
Mean Standard Deviation

5
Sulscale

Feelings of psychological
_ well-being 20.6 3.6
Effect on interpersona|

relations . " "~ 18.8 3.8
Feelings of Ioss/changes

re: self-concept 211 o 47
Prevalencg ¢f common

psychological sequelae 19.1 5.1

In gepieral, scores on the scale and the subscales indicate a high degree of adjustment.
On the subscale assessing feelings of psychological well-being, 94 percent of respondents
indicated agreement with the statement, "I feel | coped well with having a hysterectomy.”

Although the number of women who reported that the hysterectomy had improved their

;

£ » ig"(



O

general health'and well-being was-high (73%), 20 percent of respondents were undecided, and
eight percent of respondents indicated disagreement with the statement, "Having the
hys!er@tomy has improved my generakhealth and well-being.”

[a}

With respect to effect 9h interpersonal relationships, ten percent of respondents
indicated that the hyste;ectomy negatively affected the respondent's family life and 15 percent
of respondents indicated that sexual relations deteﬁgrated as a result of the hysterectomy. On

the other hand, 21 percent of respondents indicated that they fett more sexually attractive since

the hysterectomy and 46 percent of respondéﬁts indicated positive changes in their
rélationship with sf)ouse or partner as a result of the operation.

‘With respect 1o feelings of loss and changes regarding self-concept as a woman, 24
pergént of respondents indicated that the hysterectomy left them with a feeling of loss, 20

- percent indicated a continuihg desire to have the potential to.become preghant, and nine

percent'reported being unhappy with not being able to menstruate any more. Seven percent
of respondents indicated that they fett less a woman as a result of the hysterectomy and ten
percent of respondents mdlcated that they felt less feminine thanbefore the surgery.

With respect to those symptoms following hysterectomy v-hich are commonly reported in

the literature, 33 percent of respondents indicated feelings of depression following surgery, 19

percent reported feeling more anxious, 16 percent reported more diﬁ'iculty sleeping, 14
percent reported more heada&;hes, and 11 percent reported more troubling dreams.

The mgeg item Spence -Helmreich Attitudes Toward Women Scale plus an additional five

VS

i

questions dealing specifically with attitudes toward the role of women vns a-yis child-bearing and

child-rearing were used to assess the extent to which respondents were traditional or

nontraditional in their views regarding the role of women. Reliability analyses of the 15-tem °

- gr
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‘Spence-Helmreich Scale and the 20-item éxpan_ded scale were conducted. The Cronbach

coefficient alpha for the 15-item scale was 82, and for the 20-item scale, 85. Allindividual items
cﬁrelated positively with both scales.

P

& ¥ , ,
High scores on the scales are indicative of "profeminist, egalitarian” attitudes toward the

role of women; low scores are indicative of more traditional atfitudes toward the role of women. -
Mean scores on the 15-item scale (maximum score 75) and the 20-ftem scale (maximum score

100) were 57.0 and 73.9 respectively, with standard deviations of 9.8 and 12.4. h

Correlation of the attitudes toward women scales with the hysterectomy adjustment scale

ind:icate_ad rélas::nificant_' relationship between adjustment and attitudes toward the role of
wbhen. -The correlation coefficient between the adjustment scales and the 15-item scale was

©.08. Although the correlation between the adjustment scdle and the expanded attitudes téward
women scale was slightly higher (.13), the relationship was not significant. Nor was there a
significant relationship between the adjustment scale“and the five items which focused
épeciﬁcally on attitudes to child-bearing and chiid-rearing.

et

Sex-Role Oriental

The short form of the Bem Sex Role Inventory was used to assess sex role orienitation,

that is, whether respondents characten’zéd themselves as having more traditiortaily “feminine”

- Qualities or as having more traditionally "masculine” qualities. On the basis of a median-split

Q

technique, respondents were classified as feminine, masculine, androgynous ard
unci_itferehtiated. Using the normative medians reported by Bem, 21 percent of respondents |

* were classified as teminine, 26 percent as masculine, 38 percent as androgynous, and 16
pér’cent as undifferentiated..
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A one-way analysis of variance ot adjustment by classification found no Eigniﬁcant
difference between groups at the .05 level. There was, however, a stight trend for the
femininity score to be correlated with the adjustment scale (r=.20, p<.10).

Coping Behavi
The most commonly reported strategies for coping, in order of prevalencé, were “focused -
on the positive aspects of having a hysterectofny" (82%}), "tried to get as much information as
possible about the operation and its effects” (68%), talked with others and shared my concerns
(58%), and “relied on my doctor to-look after me" (57%). Table 4 indicates the frequency of

respondents reponiﬁg use of the identified coping strategies. , e



Table 4

_Frequency Percent

Rational inquiry 52 67.5

Mutuality | " 45 58.4
Affect Reversal SRR 14.3°
Suppression . 6 78
Displacement/Redirection ¥ g 117
Confrontation ‘ 32 - 41.6¢
Redefinition/Revision 63 81.8
Pagsive Accepiénce : 31 403
Impulsivity o : 3 . 39
Considering/Negotiating Alternatives 20 . 260
Use of Alcohol, Food, or Drugs b - .. 8 104
Disengagement C 6 7.8
Externalization/Projection 3 39
Cooperative Compliance . . 44 571 .
"Moral Masochism" f 5 65 .
v ]

4 S e 4 )

In terms of number of coping strategies useZ, responowts mdlcated'a ré{nge fgom zero to
ten with a median of four. The mean number of strategafes used was 4, h with a standard
deviation of 1.9. Table 5 indicates the d:stnbutlon of respondents interms 91 the number of

. - coping strategies used. o

P
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TabIeS(
: { Coping ies U

Frequency Percent

‘Number

—
—

—

[ I

© 2 ‘ : 9 117
3 15 195
4 17 2
S _.\\ | 16 2. =
6 9 T
7 * g 52
8 3 .9
9 0 2.0
10 2 2.6

A comparison of individuals classified as feminine, masculine, androgynous and .
undifferentiated indicatéd no signiticant differences with respect either to the humber of Cobr}wg .
strategies or the sp'eéiﬁc strategieslreporteg. In terms of the masculinity and femininity scores of
the BSRI, there was a significant negative correlation between masculinity! and the’)ﬁse"of“ )
withdrawal as a coping strategy (r=-.25, . - (:5) and a tendency for masculinity to be negatiQély S

correlated.with reliance on one’s doctor to provide appropriate care (r=-.21, p<.10). - L #



' ,and a maxrmum score of 100
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On the basis of their responses on the adjustment scale, respondents were divided into

" “boor ad;usters (bottom quartile) and "good adjusters” (top quartile). A total of 19 respondents

were, by that procedure, included in the group of "poor adjusters.” The mean score for those

. . . e
respondents was 58.8, with a standard deviation of 9.9, a.minimum score 0¥80 and a maximum
score of 71, Twenty respondents were included in the group of "good adjusters " The mean

score for those respondents was 94 1, with a standard deviation of 2. 8,a mrnlmum score of 91
: w

A “ v
Those two groups ¢ of respondents were then compared with respect to the demographlc

B and srtuatronal vanables to determine whether there were any significant differences between
.the groups in terms of those vanab{es\ln general, there were few dlstmgurshmg variables.

However significant dmerences were found with respect to nurviber of chlldren\JeJason for the

hysterec%omy repon of negatlve changes helpful mformatlon from relatlves and desire for
‘more mfor,rnat:onv:regardmg physucal effects, psychologrcal effects, and strategies for coping.

i . . =
" '

Women with no children or one chrld only were sugnmcantly mose: Itkely to be "poor

adjusters (X2 372 p<.05), 42 percent of them falling |nto thét category compared with ten
o percent ot good admsterw Alternatrvely ‘poor ad1u°ters tended to-have more children thans

the norm, specmcally fouror more. Table 6 indicates the nur,nberot poor adjusters” and "good. '

adjusters wrt’h no-children, one ch& T§two chrtdren three cfutdren and four or more chrldren

-

‘?b' .-
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Table 6

z Children by Ad ;

~

"Poor Adjusters” "Good Adjusters”
Fréquency Percent Frequency Percent
)
Number of Children “ -
¢ .
No children S 5 26.3 T
5.0 "
One child 3 158 1 5.0
fwo children 3 158 13 65.0
~ Three children 2 10.5 0 3 15.0
Four or more children 6 31.6 2 10.0

? - N
ngen who identified a disease process (cancer, fibroids, endomeé'r'igsis. other
gynecological diseases or problems such as peivic inflimmatory disease, proiapsed uterus)
were‘ signiﬁqantly more likely to be "poor adjusters” than women who indicated fhenstrual
_ dysfunction as the reason for hysterectomy (5('2=8.05, p<.005). Tabte 7 indicates the

breakdown of those results by category.

St
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Reason

Cancer or fear of cancer _
Fibroids |
Endometriosis
Severe menstrual flow
Severe menstrual flow
with pain
25.0 -
Other gynecolqgical diseases
or problems

"Poor Adjusters”
Frequency Percent

"Good Adjusters”

Frequency Percent

5 26.3
3 15.8
5 26.3
2 10.5
1
4 3 158 .

. 10.0

250
0.0

30.0

D O o1

53 5

“© A\

2 100 .

Significantly more "poor ad;usters" reported negatwe changes on open- ended questlons
asking respondents about posmve and negative changes following hysterectomy (X2‘ 692,

B " L
LT 2 i

p<.01), 56 percent of “poor adjusters” doing so compared with 15 percent of "good adjusters."-
No sugnmcant difference was found between the number of "poor adjusters" and "good

adjusters” reporting positive changes. o

In what is a counterintt@
more likely to have reported:

@ result, women classified as "pook adjusters” were significantly
ceiving helpful inforniation from relatives (X2=5.61, p<.05).

lnforma'tion from other sources was perceived to be equally helpful by both “"poor adjusters" and

"good adjusters.”

9
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Finally, women classified as "poor ad]usters"’were significantly more likely to have
expreSsed a désiré for more information on physical eﬁects'(X2=6.21, p<.01), psychelogical
effects ,(X2=i0.92, p<.001), ahd strategies for coping (X2=16;13, p<.001). A comparison of
the frequéency in each group is shown in Table 8.

Table 8 . ~
" . L ol
"Poor Adjusters”  "Good Adjusters”
2 Frequency Percent  Frequency Percent
Desired more information
on physical etfects 10 526 3 15.0
' »
Desired more information
on psychological effects 10 52.6 1 50
Desired more information ‘ ‘ =9
on strategies for coping ' 11 57.9 0 00 -
. e

Séx-‘role attitudes do not appear to be a factor distinguishing women who experience

‘problems post-operatively from women who do not. Comparison of the “poor adjusters” and

"good adjusters”, using a t-test, indicated no significant difference between the groups on the

- 15-item Attitudes Toward Women Scale or on the expanded 20-item scale.

v
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Sex-role orientation does not appear to distinguish women who experience prdblems

. post- operatlvely from women who do not. A comparisan of “poor adjusters” and * goog/

adjusters” mdlcates no significant difference in cldssification of respondents as femm}ne

'masculine, androgynous or undifferentiated. Nor is there any significant difference betv,yeen

the grnups, when defined as the bottom and top.quartiles, on either the masculinity or
femininity scores. However, those respondents with tI}e most extreme low scores, that is,

. respondents with scores one standard deviation below the mean or more had, contrary to

52

expectatibh, a significantly lower femininity score (t=-2.31, df=23, Q‘<.05). *The femininity score

is described by Spence and her colleagues as a measure of interpersonally-oriented or
nurturant traits, suggesting that woren who perceive themselves &s lacking those attributes
have more problems adjusting‘to hysterectomy. This conclusion should be interpreted

- cautiously, however, because of the small number of respondents in this category.

L S &
Finally, no significant difference was found between "poor adjusters” and "good

adjusters" in terms of the number gr tybe of coping strategies reported.

o

- E -I- l [l I. :I » B I

i Considerably more women né?poned positive changes following hysterectomy than
negative chénges. Seventy-eight percent of respondents indicated that the hysterectomy ha
resulted in positive changes in their lives. Positive changes most often indicated included
improved heahh and feelings of well -being, freedom from pain, no more PMS, no more
troublesome periods, no more inconvenience and expense associatdd with pﬁlods freedom
from fear of pregnancy. no worry regarding birth control, improved sexual relations, freedom

from the embarrassment of “accidents” associated with heavy, unpredictable menstrual flow

e

¥
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%

v

increased self-confidence, and a "freer hfestyle specifically, a feelmg of being free to do’ as ‘

one pleases (e.g. physical activity) when desired as well as a'more general feeling of peung
carefree. One woman (diagnosed as haarng cervical cancer) indicated that she had come to a

realization that lde didn't last torever-and was tralmng for a new career. Another notedthat her

@
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husband was infertile and that her hysterectomy had made the responsibility for not being able
to have children mutual. ry

v

L}

Twenty-nine-percent of respondents indicated that the hysterectomy had caused
negative changes in their lives. Among the negative changes indicated were inability to bear
children, depression, mood swings, hot flushes, weight gain, increased facial hair, sexual
broblems, adverse reac}ions from partners, lowered self-éstgem, and post-operative problems.

¥y

Discussion A {

The major hypothesis of the study that sex-role identity wduld influence adjustment to
hysterectomy was not confirmed. While a number ogmographic and situational variables were "
found to distingdish "good adjusters” from "poor adjusters”, neither the extent to which sex- .

. role attitudes are traditional nor the the extent to which one’s self-reported personal attributes

AN are typically masculine or typically feminine does so.

The literature on sex-role orientation strongly suggests that there is a relationship ‘
between high masculinity scores on measu.es of sex-ro_!e orientation and general adjustment as
indicated by,high self-esteem and absence of psychopathology. Yet there was no relationship
found in thig study between high masculinity scores on the BSRI and the measure of .
adjustment to hysteréctomy. : -

There are a number of-possible reasons why no such relationship was found. One is the
- length of time between the time of hysterectomy and the time the questionnairé was :
compieted. For 50 percent of responde‘nts, that time period was in excess of iwo ygars. Forty
percent of the respondents had undergone the hysterectomy more than five years ago, and,
 for 17 percent, the time period was in excess of ten years. Given the length of time between
' "‘tr}e hysterectomy and the repont, there is a significant question about the accuracy of recall with

i feelings following the hysterectomy. There is also no evidence that

£ : ¢
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sex:role attitudes remain constant over that time period, nor that sex-role orientation remains
constant, and it is, therefore, possible that assessing current sex-role attitudes and orientation
and relating them to one's response to a hysterectomy performed many years ago is distorting
the results. o : @

Secondly, a question is raised regarding the validity of thg hysterectomy adjustment . |
’ scale. The scale attempts to tap various facets of adjustment to hysterectomy, specifically,
" subjective teelings of psychological well-being, effect oé interpersonal relationships, feelings of
loss and changes regarding self-concept as a woman, an ence of commonly reported -
psychological sequelae. Wh‘ile the adjustment subscale‘e measuring those facets are positively
correlated (correlations range from .46 1o .65), the relationship of mascuhnrty and.femininity to '
each facet of ad|ustment is not T nexessanly the same, and relationships may be masked by
grouping the subscales together.

It one examines the relatronshlp between maswl@y and temininity and each of the
subscales, a correlation of .24 (p<.05) is found between the masculinity score ot the BSRI and
the subscale measuring the prevalence of commonly reported psychologncal sequefae such as’
headaches, depression, anxiety, and sleep drsturbances In terms of the individual rtems of thaL
subscale, masculmrty and femininity are not correlated with depressnon as might be expected
from the s@x-role research; however, temlninrty is positively correlated (r=.23, p<.05) with
increased anxiety foIIowmg hysterectomy Both masculinity and femininity are posmvely
correlated with increased drftnculty sleeping tollowmg the hysté?ectomy (r=.33, p<.01 and r=.23;

N

, « B
There was also a tendency for femininity to be positivaly correlated the subscale

p<.05 respectlvely)

- assessing feelings of psychological well-being (r=.20, p<.10). -Within that subscale, femininity
7 was positively related with a teeling of having coped well with the hysterectomy (r=.25, p<.05).
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With respect to the relatronshrp between the AWS and related items and the
hysterectomy adjustment subscales, there is a tendency for less traditional attitudes regarding
- child- beanng and child- -rearing to be assocrated wrth more positive adjustment in terms ol effect

on rnterpersonal relatronshrps (r=. 20 .P<. 10) and wrth fewer feelings of loss and change in self-
concept as a woman (r=,20 p<. 1&) ‘

A

. R "o
To oonclude.

: rt appears that)yprcally masculrne or typrcally feminine personalrty \
characteristics may atlec;jSeme espects of adrustment more than others and that sex- role
attitudes, at Ieadt as they relate to chrld -bearing and chrld rearing, may affect some. aspects of
adjustment more than others. rlt is rmportant then, to establish the relative rmportance of validity
of each of these identified lact'ors in assessing adjustment to hysterectemy in order to make a

. Clear statement about the relationship between sex- role 1dentrty and ad;ustment

————

Thlrdly, it may be that no relationship was found between sex-role orientation as .

measured by the BSR! and adjustment tp hy'stereotomy or between sex-role attitudes‘as

‘measured by the AWS and adjustment to hysterectomy even though one's vieweof what it
"'means to be a woman is a salient factor. As Spence and. her oolleagues have suggested on

numerous; occasions, the measures tap only limited drmensrons of the multidimensional (@O
constructs t mascuhrﬁty and temrnrnrty Altematlvely' it may be.that sex-role orientation or

attitudes are\lactor only when the opportunlty tor child- bearrng has not occurred. However, a

two-way analysrs of variance of adlustment by number _oj_ohlldren and sex- role orientation show@s

no interaction eftects and 4 main effect for number of (,h ldren only, indicating that number of

children is the operative variable. :

>

.
Finally, it may bé that other facto ", :r¢ —0ore |mportant in determmrng awoman's response

to hysterectomy. Results of this study indicate that humber ot ghildren and reason for {he
hysterectomy are two variables which are more llthportant tﬁan sex-role orientation and ?tudest
Women with no chrldren or only one child were s:gnrlrcantly more iikely to experience difficuities '

post- operatrvely lnterestrngly there was also a tendeqcy 1br women with four or more children

v
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to be in the group of poor adjusters:", suggesting zh;e‘bossibility that, for women with more than
the average numbebr of fchildrén, motherhood may be mo-e central to se'-concept and loss of
the ability to bear children therefore more distressing. In ¢~ ¢rast to the findings of previous
investigators (Bar}(er *1968; Richards, 1973), presence of gynecological disease was related to
poorer adlustmeht to hysterectomy however, cancer was the largest confibuting factor i in that
group, and it may be that post hysterectomy difficulties are related more to fear of recumng
cancer than to loss of the uterus. - .

The study also found that "poor adjusters” were signiticantly more likely tr;an "good
adjusters” to report negative changes on open-ended questions soliciting responses about
positive and negative changes following hysterectomy. Although it is possible that "poor
adjuster?” have a tendency to focus on th@ negative, "poor adjusters” by dsfin * on are those
who experience more negative consequences to hysterectomy; therefore, the‘significantly

3 highef report of negative changes follows’?wghysterectomy on the part of "poor adjusters” is
expected. The fact that there is no difference between "poor adjusters™ and "good adjusters”
in terms of positive changes reported suggests that good adjustment is related more to the
absenc,e of negative consequences than to the presence of positive consequences. '

"Poor adjusters” reported receiving helpful information from relatives significantly more 6ﬂen _
than “good adjusters” in what is a sopewhat puzzling resuft. No differences were found in
repons of receipt of helpful information from other sources and it does not appear, therefore,
that ‘poor adjusters” were receiving information from relatives rather than from possibly other,

7

more reliable, sources. -

Fmﬁ])y the study found that "poor adjusters™ are significantly more likelyto express a
desire for more-information on the physical or psychological effects of hysterectomy and.on
strategies fqr copmg This ‘inding can be interpreted in two ways. One, it suggests that "poor!
'adeSters" rﬁéy have received less information and that adjustment problems were related to

insufficient information. Alternatively, the desire for more information may be in response to a

o
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greater incidence of post-hysterectomy problems. Since no assessment of the actuﬁ{,

information received.was made, it is not possible to determine which interpretation is correct.”

i
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CHAPTER V

]
5

Conclusions and Recommendations for Further Research

The purpose of this study was to examine factors which distinguish women who
experience problems following hysterectomy from women who do not, and, in particular, to
' determine whether "feminine” personal attributes or tradmonal attitudes toward the role of
women are ‘more common in women experiencing problems This final chapter presents
\conclusrons'ansrng from'the’ study and recommendations regardrng future research.
3 : .

~

The results of thrs study indicate that the large majonty of women adjust weli
psychologrcally to havrng a hysterectomy and that for many women, there are psychologrcal
| benefits. Seventy-thiee’ percentvot the respondents indicated that the hysterectomy improved
their general health and wetl-béing, and 78 percent of respondents indicated that the
hysterectomy caused positive changes in their life compared with 23 perCent of respondents
who indicated the Rysterectomy caused negative changes Overall most respondents (94%).
felt that they coped well wrth the hy sterectomy ’ '

Despite the generally positive adjustment to hysterectomy, there is still a group of women

who experrence difficulties following hysterectomy, 913 most commonly reported being post-
hysterectomy depression (33% of respondents) S’evera}k\factors were found to distinguish
"poor ad;usters_ . that s, WO wh se hysterectomy adjustment scores were in the bottom
quartile, from "good adjusters”, that.is, women whose scores were in the top quartile. "Poor
adjusters" were signiticantly more likely to have no children or one child onfy than were "good

. . . N K " :
adjusters"; more likely to have identified a disease process, particularly cancer, as a reason for
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the hysterectomy; and more likely to have expressed a desire fore more information on physmal
and psychological eﬁects of hysterectomy and strategnes for coping. -

The results of this study suggést that "poor adjusters” are no more likely than "good
adiusters" tov have pre-operative psychological problems if previous assistance for psychological
problems is used as an indicator. It should be noted; howéver. thét investigators such as Martin
et al. (1980) have fbund a preponderance of hypochondriacal or hysterical symptoms in
hystérectomy_ patients{ Since such indvividuals typiéally do not seek a psychological explanation .
for their problems, previous assistance for psycﬁological problems may not be an accurate
indicator of previous pSycbologioaI problems." .

W
W
@

The results of the sn)dy do not support the hypothesis tl;at wo‘rﬁen -1 cescribe
themselves as typicaily "feminine" in terms of personal traits are more likely 1o ex perience
problems following hysterectomy than women whc are more "masculing” in their orientation.
Nor do the resuits ¢ the study support the hypothesis that women who ére more tréditional in
their aﬁitudes toward the role of women are more likely 10 experience problems than women
who are less traditional in their attitudes. ‘

It was Hypothesized that women who were more traditionally feminine in their orientation '
and who presumably saw child-bearing as more central to their conbept of themselves as
women would be more vulnerable to adverse psychological effects following hysteré’ctomy‘
Conversely, women who were more masculine or androgygous in their orientation and more
liberal in sex-role attitudes would have a broader view of what it means to be a woman and would
be less vulnerable to difficulties in adjustment. Several studies have also suggested that
femininity in women is negatively related to post-hysterectomy psychologidal problems (Palmer,
1984) and that masculinity in women isvrelated to more-positive adjustment to infertility (Adler &
Boxley, 1985). The study showed no significant differences between "good adjusters” and
“poor adjusters” in terms of sex-role orientation as measured by the BSRI, or in terms of sex-role
attitudes as measured by the AWS.
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Fmally no significant differences were found between poor ad;usters and good /
adjusters in terms of number or type of coping strategres which respondents reposted using. '-‘15
However, pqq,radjusters expressed a desire for addmonat information on oopmg strategies ;.:,a &
srgnmcantly more often than "good adjusters”, suggestmg that further research. regarding , o

.
.0

mterventtons in this area might prove helpfut to women who do expenence problems Groups R

mi,_', e used as a method for, oonveymg mformatrort about the ettet.ts ot hysterectomy ang:
stg giés for coping as well as provrdrng ah dpportumty tor wo'nen to talk: ab&ut their feelings:
with other women who had undergone hy‘stergctomy an experrence which a large proportton of

,

respondents reported- as useful.. . " °* U e o
" . vr..o", UJJ.".Y‘)‘
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. Thé results of the- study suggest that; altho,ugh the ma;orrty of wor,nér/ ed;ust well
psychologrcalty to hysterectomy there are a pr’oportron of women who do mot Physrcrans
should be aware that there is a percentage ot women who expenence negatrve psychologlcal =
etfects tollowmg hysterectomy and that certam groups ot woiren, such as those with fewer than
a two chrld;‘ed& may be more likely to do s0. '

g

. i I“ N I ,J .

B The study a'tso guggests thit the establtshment of on-going groups to which physicians
i‘%' codld refer patren;s mrght be one means ot provrdrng additional support to patients in need.

% ’V While not all women would need or want to avarl themselves af such a service, there is a number

v
R tor whom such an o‘bportumty mrght prove. benetrcral Women classified in this study as "poor
{'th adjusters” were srghmcantly more Itkely than "good adjusters to express a desrre for additional

mtormatron both on the eﬁectso!z(hystérectomy,and on strategies for coping. One of the
* Y
Bl o s ot such groups thertit?mght be be to convey additional rnformtatr

hys&erectomy women scheduled for surgery, or women who have undergone

0 'women

o v

hysterectomy,who tee! wneed to have more information. Specific instruction on coping

;,_; %
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st ateq'2s for women experiencing negative psychological effects might also be taughtina
group context. -

Finally, such groups mught provide women with an opportunity to discuss, with other
wohen any concerns with respect to having a hysterectomy or problems following
hysterectomy. The results of the study showed that approximately 60 percent of the -
respondents had found such an opportunity to be helpful, and less than 10 percent in:jicated
~ thatit was not helpful.‘.Not all women have others to whom they can talk about their feelings or
concerns regarding hyeterectomy. Over 30 percent of the women in the study indicated that
they had not had an obportunity to talk about their feelings with other women who had
undergone hysterectomy, and one respondent commented that she had been glad to find }h'e'
questionnaire because it had madf her feel less isolated. She noted, "I have had many
different feelings because of the hysterectomy and seeing some of these printed on paper
made me realize that other women muét be geing through a lot of the same processes that |
have Somehow there is comfort in that." Sl;Ch comments highlighf the need for opportunities
to be made avaflable for women who wish to talk wnh others about their process of adjustment.

-
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1. Future studies should consider the use of a prospective design in order to determine the
power of sex-role orientation and sex-role attitudes to predict psychological problems
following hysterectomy.

2. Future research might focus on the hysterectd?ny adjustment scale. Factor analysis of the

61

"scale would be useful in assessing the validity of the subscales. Future studies might also

investigate the relationship between the scale and other indicators of post-hysterectomy

adjustment in order to empirically examine the validity of the scale.
[~



The number of réspdndents indicating pdsitive changes following hysterectomy, in this

- study, and the -almost total focus 6n’ negative psychological consequences-to—

- hysterectomy in the research-literature, suggests that research has been predicated on _

o

an.assumption that may not accurately refléct the experience of the majority of women.
Gath et al. (19é2) 'are among the few to suggest that hysterectomy can contribute to .
improved psychological well-being. It is recommended that future studies consider both
possibilties. | "
. )
The*ab'seyhcle of generally accepted risk factors in the literature on hystergctomy and the
lack of stnbng relationships in this study between factors which, at least on an intuitive
tevel, abpear relevant suggests that the psychological effects of hysterectomy may -
depend on the meaning that a woman places on the event, Qualitative research methods'
miglht be used o explore the different meanings that hysterectomy has for women and
the ditferent psychological reactions which follow. A relatively Iargev number of '
reSpondents in this study reported a feeling of freedom following the hysterectomy, a
finding not previously reported inthe literature. It may be that, in asking more open-

ended questions, more.information will be obtained about the way that women actually'

~ view hysterectomy.

The usefulness of groups designed to give women an opporunity to discuss their
feelings regarding.the operation a§_well as for the provision of information regarding
physical eﬂeds. psychological eﬂeCts, and coping strategies might be investigated.
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1"Masculinity,” as it is used here, means that measured by the Bem Sex Role Inventory.

Spence and her colleagues argue that the quality is more aptly terrped "instrumental” or .
[4
"active." It is, therefore, not surprising that there is a significant negative correlation between

- masculinity, used in that sense, and the use of withdrawal as a coping strategy.

N

Ties
o

.'(.g-t ¥

b 3



REFERENCES

L4

- Ackner, B. (1961). Emotional aspects of hysterectomy: A follow-up study of fifty patients under

the age of 40. In Jores, A. & Freyberger, H. (Eds.), mmmmm
Pp. 248-252. New York: Robert Brunner. . r

o

Adams,'C.H. & Sherer, M. (1985). Sex-role orientation and psychologicalxagjustment:
Implications for the masculinity mode!. Sex Roles, 12, 1211-12]8.

q
1)

Adler, J.D. & Boxley, R.L. (1985). The psychologicai reactions to infertility: Sex roles and
coping styles. Sex Roles, 12, 271-279.

Angrist, S.S., Mickelsen R.; & Penna, AN. (1976). Sex role:iqieology a'nd family orientation

scale InI_e_s_ts_m_Mmmmn_e Set D (May 1978), Test Collectlon Educatlonal Testmg
Servnce Pnncet@n NJ.

Barglow, P., Gunther M.S., Johnson, A , & Meltzer, H.J. (1965) Hysterectomy and tubal
ligation: Apsychlatrlc comparison. Qbﬂe{ugs_ang_ﬁmmlggy 25, 520-527.

Barker, M.G. (1968). Psychiatric illness after hysterectomy. British Medical Journal, 2, 91-95.

Bassoff, E.S. & Glass, G.V. (1982). The relationship between sex roles and mental health; A
meta-anal‘ysi‘s of twenty-six studies. The Counseling Psychologist, 1Q‘,'105-1‘12.

Baucom D. (1976). Independent masculinity and femininity scales of the California

Psychological Inventory. leumaLQLQQnaultmmnd_leaLE’_mmm 44, 876.

Bem, S.L. (1974). The measurement of psychological androgyny. ,lguma]_m_Qo_naunmg_aﬂd
Clinical Psychology, 42, 155-162.

6 4
«P’h



Toronto, ONT: Little, Brown & Co.

Bem, S.L. (1977). On the utility of alternative procedures for assessing psychological

-androgyny. Journal of Consutting and Clinical Psychology, 45, 196-205.

Bem, S.L. (1981a). Bﬁm_Sﬂ_BaLe_lnmm_EmimmaLManual Palo Alto, CA: Consulting
Psychologlsts Press.

Bem, S.L.-(1981b). Gender schema theory:Acognitive"'account of sex typing. Psychological
Beview, 88, 354-364. '

Bem, S.L.-& Len'ney, E. (1976). Sex typmg and avoidance of cross-sex behavior. Journal of
Personality and Social Psychology, 33, 48-54.

Bem, S.L., Martyna, W., & Watson, C. (1976). Sex typing and androgyny: Further explorations
of the expressive domain. Journal of Personality and Social Psychology, 34, 1016-1023.

&

Berzins, J., Welling M., & Wetter, R. (1978). A new measure of psychological androgyny based

on the Personality Research Form. Jnumal.QLQQnsumnq.and_leaLEmmlm 46,
126- 138.

Bragg, R.L. (1965) Risk of admission to mental hospital followmg hysterectomy or
Cholecystectomy American Joumnal of Public Health, 55, 1403-1410.

o



O

66

Carlson, C. (1978). Loss. InC. Carlson & B. Blackwell, Behavioral copcepts: Nursing
intervention (2nd ed.), New York: J.B. Lippincott. '

Chynoweth, R. (1973). Psychological complications of hysterectomy. Australia-New Zealand ’
Journal of Psychiatry, 7, 102-104.

Constantinaple, A. (1973). Masculinity-femininity: An %ception to a famous dictum?
Psychological Bulletin, 80, 389-407.

Cosper B., Fuller, S.S., & Robmson 3.J. (1978). Characteristics of posthospitalization

recovery following hysterectomy Journal of Obstetric Gynecologic and Neonatal
Nursmg 711

Daugherty, C.G. & Dambrot, F.H. (1986). Reliability-of the Attitudes Toward Women Scale.
v Educatioi.al and Psychological Measurement, 46, 449-453.
©

Dennerstein, L., Wood C., & Burrows, G.G. (1977). Sexual response following hysterectomy

[

and oophorectomy. QObstetrics and Gynecology, 49, 92-96. S

Deutsch, C.J. & Gilbdt, L.A. (1976). Se:: role stereotypes: Effect on perceptiorts of self and - ,
others and on personal adjustment. Journal of Counseling Psychology, 23, 373-379.

Jrellich, M.G. & Bieber l. (t@58) The psychologicai importance of the uterué and its tunctionS'

Some psychoanalytic implications of hysterectomy. ,LQuma]_Qt_uemgus_M_emangasg
126, 322-336. EETVE
Ellison, R.M. (1964). Psychiatric complications following sterilization of women. IDQ_Mﬁd&al

" Journal of Australia, 2, 625-628. '



Gath, D., Cooper; P., & Ddy, A. (1982). Hysterectomy and psychiatri¢ disorder: I. Leveis of
psychiatric morbidity before and after hysterectomy, and !l. Demographic, psychiatric and

physical factors in relation to ps.ychiatn'c outcome. British Journal of-Psychiatry, 14Q, 335-
350. o :

¥

Ha_mptom,v P.T. & Tarnasky, W.G. (1974). Hysterectorny and tubai ligation: A comparison of the |
psychological aftermath. Americdn Journal of QObstetrics and Gynecology, 119, 949-952.

Handman, M D. (1983).
mﬂﬂegmmy Unpubllshed doctoral dissertation, University of Albera, Edmonton

Heilbrun, A.B. (1976). Measurement of masculine and feminine sex-role identities as

independent dimensions. JQULDﬂLQLQQﬂ&MDuDd_lemLBﬁmQLQu 44, 183- 190

Helmreich, R.L., Spence, J.T., & Holahan, C.K. (1979). Psychological androgyny and sex role
flexibility: A test of two hypotheses. Journal of Personality and Scial Psychology, 37,
1631-1644.

: F¢1
4%

e
%

Hollender, M. (1960). A study of patients admitted to-psychiatric hospital after pelvic-operations.
American Journal of Qbstetrics and Gynecology, 79, 498-503. Y

Jones, W.H., Cherovetz, M E.O., & Hansson, RO (1978) fhe enigma of androgyny:

' Differential |mphcat|ons for males and females” JQumaLQI_QQmumngamLthal
ES.\LQDQIQQ!A& 298-313.

. 3
Kaltreider, N.B. Wallace, A., & Horowitz, M.J. (1979). A field study of the stress response

syndrome Young women after hysterectomy. _JgumaLQunQ_Am_eﬂgan_Mgmaj \ .
Association (JAMA), 242, 1499-1503.




68

Lalinec-Michaud, M. & Engeis s.anr F (1984, Ueprassion and 1yster—ctomy: A prospective
study. Psychosomati~s, 25, §5° 558

\

Lalineé-Michaud, M. & Enc - smann F. (1985 Anxiety, “.drs an. d. oression related to

hysterectomy. Canz:. *~ Jourpai of Psyzhiatry, 30, +4-47

Lindemann, E. (1941). Observations or ps.chuatr,_ .~ '~ surgical operations in women.

American Journal of Psychiatry, &8, “32-17"

Lippa, R. (1985). Review of thc Bem Sex-Role I, /éntory. In J.V. Mitchell (Ed.), The Ninth
Mental Measurements Yearbook. Lincoln, NE: University of Nebraska Press.

)

Luckman, R.L. (1984).- Androgynous coping befaviors: A test of Bem's sex-role theory.
Dissertation Abstracts International, 44, 3179A.

3
4

MacDonald, A.P. {c1975). Sex-role survey. In Tests in Microfiche, Set B (February 1976), Test

Collection: Educational Testing Service, Princeton, NJ.

Martin, R.L., Roberts, W.V., & Clayton, P.J. (j 980). Psychiatric status after hysterectomy: A one
year prospective follow-up. Journal of the American Medical Association (JAMA), 244,
350-353.

Méikle, S. (1977). The psychological effects of hysterectomy. Canadian Psychological Review,
18, 128-141. . :

Meikle, S., Brody, H., & Pysh, F. (1977). An investigation into the psychological effects of
hysterectomy. .Journal of Nervous and Mental Disease, 164, 36-41.



: s
- gty
Melody, G.F:-(1962). Depressive reactions following hysterectomy. American Jounalol .
Qbstetrics and Gynecolody, 83, 410-413. o
| . ' . o B ' ' ,4
Menzer, D., Morris, T, Gates, P., Sabbth, J., Robey, H., Plaut, T., ggﬁtukgis. SH (1957). .+
Y

Patterns of emotional recovery from hysterectomy. Psychossinatic Medicine. 19, 379 #

388. Ve

&
2
Moore, J.T. & Tolley, D.H. {1976). Depressig_;r. following by

© 86-89. ﬁ\

. A o ‘
‘ i
Munday, R.N. & Cox, L.W. (1967). Hysterectomy for benign lesions. The Medical Joumnal of
Australia, 2, 759-763. o

&
#terectomy: Psychosomatics, 17,
Y -

Qrlofsky, J.L. (1981). Relationship between sex role attitudes and personality traits”and the Sex
Role Behavior Scale-1: A new measure of masculine and feminine role behaviors and
interests. Journal of Personality and Social Psychology, 40, 926-940.

Orlofsky, J.L., Cohen, R.S., & Ramsden, M.W. (198@‘? Relationship between sex-role attitudes
and pe;sonality traits and revised sex-role behavior scale. Sex Roles, 12, 377-391.. A

Orlofsky, J.L.. & Windle, M.T. (1978), S fjéole orientation, behavioral adap'tability and personal
adjustment. Sex Boles, 4. 801:#8y. ‘

Palmer, D.L. (1985). The effects of preoperative education, attitude toward having children and '
sex-role socialization on posthysterectomy depression. (Doctoral dissertation, -
Washington State University, 1984). Disseriation Abstracts international, 45, 2044A.

Patterson, R.M. & Craig, J.B. (1963) sMiseconceptions concérning the psychological effects of
hysterectomy. American Journal of Qbstetrics and Gynecology, 85, 104-111.



Polivy, J. (1974). Psychological reactions to hysterectomy: A critical review. An :

of Obstetrics and Gynecology, 118, 417-426. .,

Reilly, S.J. (1982). The relation of sex-role onentat»on in women to copmg style and cognitive ‘

response to stress. DlssﬁnanmAhsinams_imﬂnanma] 42, 3438B

Rendely J.G, Ho!mstrom RM., & Karp, S A (1984) The relanonshrp of sex-role identity, life
style, and mental health in suburban American homemakers’ 1. Sex role, employment
and adjustment. Sex Roles, 11, 839-848.

Richards, D.H. (153). Depre;ssion‘after hysierectomy. Lancet, 2 430-432.

Richards, D.H. (1974). A posthysterectomy syndrome. Lancet, 2, 938-985.
Silvern, L.E. & Ryan, Vi, (1979). Self-rated'adjuéuhe'ht and sex-typing on the Bem Sex-Role
' Inventory: Is masculinity the primary preéi’étor of adjustmént? Sg)g_Bg]gs, 5,739-763.

Spence, J.T. &Helmrelch R.L.(1978). Masﬁu.mnx.andiﬂmmmm.lhﬂnmnmwal
dmenmmmmmms Austm TX: University of Texas Press.

’-,

Spence J. T Helmrelch R L., & Stapp J (1874). The Personal Attnbutes Ouestronnalre A

/ measure of sex -role stereotypes and masculinity- femmmrty _JﬁAS__QaIa[gggL&gL‘qm

/

'\' DmumamamﬁmnmgximMsNosm

Spence, J.T., Helmreich, R. L & Stapp, J. (1975). Ratings of self and peers on sex-role

/

/"~ attributes and their relation to self- esteem and conceptions of masculinity and femlnmny

JQHED&LQLEELS.Q.D&[LILEDQ.M&LESMQIQQ)L322939



Statistics Canada (1984). Surgical ' : - -81. Ottawa, k/
ont: Ministry of Supply and Services, Canada.

2

Steiner, M. & Aleksandrowicz, D.R. (1970). Psychiatric sequelae to gynaeéological operétions.

The Israel Annals of Psychiatry and Related Disciplines, 8, 186-192.

Taylor, M.C. & Hall, J.A. (1982). Psychologicail androgyny: Theories, methods, and

conclusions. WWM-SG}B.

Tsoi, M.M., Ho, P.C., & Poon, R.S.M. (1984). Pre-operation indicators and poét-hysterectomy :
outcome. British Journal of Clinical Psychology, 23, 151-152.

Webb, C. (1983). A study of the recovery from hysterectomy. In Wilson-Bamett, J. (Ed.),
Nursing research: Ten studies in patient care, pp. 195-228 New York: John Wiley &
Sons. S

N

Webb, C. & Wilson-Barnett, J. (1983a). Hysterectomy’ A study:in coping with Fecovery.' Journal

of Advanced Nursing, 8, 311-319. - \

Webb, C. & Wilson-Barnett, J. (1983b). Self-concept, social support and hysterectomy.
International Journal of Nursing Studies, 20, 97-107.
0 .

Weisman,A.D.'(1979). Coping with cancer. New York: McGraw Hill.

Williams, M.A. (1973). Cuttural patteming of the feminine role: A factor in the response to

-hysterectomy. Mmmg_EQ_mm 12,378-387.-

Wiiliams, M.A. (1976). Easier convalescenéefrom hysterectomy. Ameugan_.}_gumamj_uumg
76, 438-440. ' '

¢



Whitley, B.E., Jr. (1983).. Sex role orientation and self-esteem: A critical meta-ahalytic review.

" Journal of Personality and Social Psychology, 44, 765-778.

Whitley,:B.E., Jr. (1984). Se}c-role orientatien -and psyshological well-being: Two meta-
analyses” Sex Roles, 12, 207-225. :

Zer.v.o.s, S K. & Papaloucas, A.C. (1972). Psychosomatic disturbances fonowing hysterectomy
performed at a premenopausal age. Internationai Surgery, 57.802-804. ’



L 34

14
J
Appendix A '
Letter to Physicians
3

73



74

Dear

We are currently conducting a Study on factors influencing psychological adjustment to
hysterectomy. For some women, there gbpear to be few problems; for others, that is not the
. case. The purposebf the study is investigate some factors which may differentiate women who
;j' 3

have difficultic - *-om women who do not. ‘s g
. T3 W

We are seeking assistance from qynecologists in a number of major citiesvin Alberta in the
distribution of the enclosed, duestionnaire. Distribution would iﬁ'volye making the questionnaire
available to patients who have had a hysterectomy. Attached Yo the cjuestionnéire will be a letter -
which (1) outlinas the purpose ot the study, (2) indicates that participation is strictly voluntary and
assures confidentiality, and (3) provides a telephone number for prospective participants to call for
further information. A stamped return envelope addresseq to me at the University of {\lbena will
also be included for return obthe questionnaire. Participants may fill out the questionnaire
anonymously although those willing to be part of a small interview sample are asked to provide
their name and telephone number: Physicians are not identified on the questionnaires nor will
identification of physicians be made during the interview process. A copy of the interview
schedule is also attached for your information.
, ) |
The questionnaire has ‘been reviewed by the ethics committee at the -
University of Alberta and‘meets the guidelinesrof the Medical Research Council with respect to
research with human subjects. |

Al

Results of the study will be made available to you in the form of a written paper.

Dorothy Constable will be in comact with your,office m approxwately 10 days. If you are

willing to assist with the distribution of the questlonnalre please Ieave a message w m your

N - | -



o)

receptionist to that effect. you have any questions regarding the study please contact Dorothy

Constable at 428-0817 or Dr. Peter Calder at 432-3636.

Thank you for your consideration in this matter. ‘

Yours truly,

D.Constable
Graduate Student
University of Alberta

P. Calder, Ph.D:
Professor

University of Alberta
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Appendix B

Questionnaire




Hysterectomy Questionnaire

Age 56

Current marital status : ’

single _ married - __ divorced/separéted : 7

Marital status at the time of the hysterectomy:

single _‘h married ____ divorced/separated | 8
Number of years married to spouse at the time of the hysterectomy 9-10
Number of children ___ ’ : | Y1112
How lo.ng_agovdid you have the hysterectomy?  years months'13-14‘,15v16

Was the hysterectomy:

1) a hysteredtomy with both ovaries removed

— M

__(2) a hysterectomy with one ovary removed
(3) a hy§terectomy with ovaries not removed
@

4) don't know . ‘ 17

Reason for the surgery:

.18




£

+

9.  How muchtime did you have between the decision to have‘fa hysterectomy -

and the operation?

10. | am currently working outside the home:
(1) full-fime . ¥

T~

(2) part-time
(3) notatall -

11. Prior to'the hysterectomy, | was working outside the home:

1) full-time

|

(2) part-time -,

(3) not at alf

i
/
/

!

12. What was you? highest level of education at the time of the hysterectomy:

g I.éss than Grade 9 ' ‘ ,&?‘\

" (2) less than Grade 12 _

___(3) high school graduate ’

___(4) college or technical school graduate

____(5) university graduate 3?
- &

13. Has having a hysterectomy caused any pbsitive changes in your life?
Yes No ' L ‘

It yes, please list any positive changes in the space provided below.

78

19 20

21.

22

- 23

24



79
14. Has having a hystére_ctomy caused any negative changes in your life?
' Yes No . ' 25

If yes, please list any negative c’hangeé in the space provided below.

15. Prior to the hysterectomy, were you ever under the care of a

psychiatrist or a psychajogist for problems such as depression, anxiety,
or other psychological-problems?  Yes’ -No o : 26

16. The following people were supportive at the time of the hysterectomy (Check

as many as applicable): ‘ _ . ' B L —

___(1) Spouse or partner : - | 27
_(2) Personal friends 28
_‘(3) 'Par,énts . L ‘ , 29
() Coworkers | . 5 | : 30
___(5) Other (describe) ____ g 31
17. The information | réceivéd from the following be\gple o
was helpful in coping (Gheck as many as applicable): | ‘ o
(1) Doctors . o ) : : S B2
____'.('2) Nurses o . ‘ i ' 33
____(3) Relatives g | L 34
;_(4) Friends - o : ) ‘ o 35

(5) Other (describe) . - 36



~ 18. Having an opportunity to talk about my feelings to other women who had
undergone a hysterectomy before | had the operation was:

(1) helpful
(2) not helpful b . »
(3) Idid not have such an opportunity. 37

i9. Having an oppdrtunity to talk about my feelings to othér women who had undergone a
hysterectomy after | had the operation was:
— (1) helptul ‘ , )
___(2) not helpful - | ~ -
—{3) Idid not have such an opportunity. . 38

N

720. | would have likéd more information in the following areas (Check as many

as applicable):

____ (1) The procedure itself . ) | : 39
___(2) Physical effects : _ : 40
. (3) Psychological effects _ , 41
4 |

Strategies for coping | L
5) Other (describe) SRS

_

43

3

LY
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Please indicate which of the following you did when it appeared that a hysterectomy might be
necessary (Check as many as applicable):

21. Triedto gef as much information as possible about the operation and its
effects (e.g. read a book, asked questions of knowledgeable people,

>

tnade a list of questions for my doctor) 44
____22. Talked with others and shared my concerns 45
___23. Made light of the situation 46
____24. Putitout of my mind; forgot about it i 47
___25. Did things to distract myself W ' 48
___26. Took steps to deal with having the hysterectomy or with possible
. complications arising frdm the hysterectomy * ' 49
____27. Focused on the positive aspects of having a hysterectomy 50
___ 28. Resigned myself to the situation 51
__29. Did something impulsive or unexpected 52
30 Conbidered and weighed various alternatives 53
__31. Found myself eating dr dnnkmg more or using medncatlon/drugs
to reduce tens:on 54
__;32. Withdrew {rom others foria time 55
____33. Blamed someone or something for my situation 56
__34. Relied on my doctor to look after me v R 57
___ 35. Blamed myself | 58



- g2
1
DUP2
1 4
|
Please indicate the degree of agreement or disagreement with the following statements as they
relate to you by circling the appropriate number. Circle 1 if you strongly disagree with the
statement, 2 if you disagree with the statement, 3 if you neither agree nor disagree with the
statement, 4 if you agree with the statement, and 5 if you strongly agree with the staterhent.
SDDUAA
36. Ifeelthat | coped well with having a hysterectomy. 12 '3 45 (5
37. 1 was able to resume normal activities without much difficulty within ,
three months following surgery. : _ 12345 (6)l
38. | feel that having a hysterectomy made me less produ.ctive inmywork. 1 2 3 45 (7)
39. Having the hysterectomy has improved my general heafth and
well-being. R -~ 12345 (8)
40. | feel | have made posmve changes in my life as a result of having
the hysterectomy . ' 12345 (9
41. |feel that havmg -3 hysterectomy negatively affected my family life. 12345 (10)
42. I resumed sexual relations within three months following surgery. 12345 (11)
43. My sexual@attons have deteriorated as a result of the hysterectomy. 1 2 3 4 5 (12)
44. There hﬁ.“m baen positive 'changes in my relationship with my spouse/
partneres a result of the operation. | 12345 (13) |
45. |feel-more sexually attractive since the hysterectomy. 12345 (14) .
46. Havung a hystere’y has made me feel less a woman. | 12345 (15
4F Havmg a hysterecfomy has left me with a teehng of loss. 12345 (16)

,’,48. I am unhappy with not being able to menstruate any more. , 12345 (17)

[



49.

50.

T 51

52.
53..

I wish | still had the potential to become pregnant. 1
I feel less feminine than before the surgery. 1

I sutfered from headaches more often followmg the hysterectomy

than before. ‘ 1.

| became depressed following the hysterectomy. 1

My dreams were more troubling follownng the hysterectomy than
before. 1

. | became more anxious about things following the hysterectomy. ¢ 1

. ' had difficulty sleeping more often following the hysterectomy than

before. . ‘ 1

. Ieel that in order to be truly fulfilled as a woman, it is necessary

to have children. : 1

. Awoman who has young children should not work outside the home if

_at all possible. ' ' 1

. Women who want a full-time €areer should not plan to raise children. 1

. A gnothers main task is to provide for the emotional well-being of her -

. m@band and children. 1

60’

81,

62.

- 63.

64.

A hu%band has the right to expect his wife to bea Ch(ld,""' n.
i%;, ’

Sweanng g\ obscenrty are more repulswe m‘fhe ‘éveech of
awoman than{@ man. - :

Undér modern ec??hem»c conditions with women bemg actlve
outsicle the home, men s%ﬁsd sﬂare m’hﬁusehold tasks such as

dtshss and doing the laundry. 4 % PR »
It is insulting to women to have the “obey” clause remain in the .

marriage service. _ .
A woman should be as free as a man to propose marriage. iy

S
A%

«

(18)
(19)

(26)

(27)

(28)
(29)

(31)

32

(33)

83



65.

66

67

68.
69.

70.

71.
72.
73.
74.

75.

Women should worry less about their rights and more about
becoming good wives and mothers.

. Women should assume their rightful place in business and
\professions along with men.

. A woman should not expect to go to exactly the same places or

have quite the same freedom of action as a man.

It is ridiculous for a woman to run a locomotive and for a man o

“darn socks.

The inteliectual leadership of a community shoﬁld be largely in
the hands of men. '

Wor~2n should be given equal opponuhity With men for

appt« ‘iceship in the various trades. '

Women earning as much as their dates should bear equally
the expense when they go out together. '

Sons in a family should be given more encouragerhegt to go

1o college than daughters.

In general, the father should.have greater authiority than the mother
in the bringing up of children.

Economic and social freedom is worth far more to women than

acceptance of the ideal of femininity which has been set up by men.
There are many jobs in which men should be given preference
over women in being hired or promoted.

—

1

2

2

2

345

345

345

/‘—//

12345

1

1.

2

345

345

345

345

345

345
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(34)

(35)
(36)
a7)
(38)

(39)

R

(41)
(42)
(43)

Qe

(44) - a5



Listed belo_w are a number of personality characteristics. .We would like you to use those
characteristics to describe yoursel, that is, we would like you to indicate, on a scale from 110 7,
how true of you each of these characteristics is. Please do not leave any charaCtenstlc unmarked.
For example it the characteristic is "talkative":

Circle 1 if it is neveror almost never true that you are talkative.

Circle 21if 1 i§ usually riot true that you are takkative.

Circle 3 i it i§ sometimes but infrequently true that you are talkative.

Circle 4 if-it is occasionally true that you are talkative.

Circle 5 if it is often true that y.ou are talkative.

Circle 6 if it is usually true that you are talkative.

Circle 7 if it always or almost always true that you are talkative.

1 2 3 4 5° 3] 7
N ! | | | |

neveror usually not sometimes but occasionally often  usually alwaysor

almostnever  tue  infrequently true tue  true  almost aways
true true Ctue
76. Defend my own beliefs - 1234 5 6 7 (45)
77. Affectionae,” 1234567 46)
i (
78. Conscuenﬁous : v 1234567 (47)
79. |ndependent 5 . 1234567 (48)

80, Sympathetic 1234567 - (49)



N

- 81,

82,
83.
84.
85.

86,
87.
88.
89.
90.

91.
92.
93.
94,
95,

96.
97.
o
9g.
100

101.
102.
103.
104.
105.

Moody

Assertive ,

Sensitive to needs of others
Reliable

Strong personality

Understanding
Jealous
Forceful
Comphssionate
Truthful

Have leadership abilitias
Eager to s>oothe hurt feelings
Secretive

Willing to take risks

Warmy

Adaptabie
Dominant
Tender

Conceited .

. Willing to take a stand

Love children
Tactful
Aggressive |
Gentle

Conventional

B
o

—

1

—

1

1

1

1
1

234567 (50)
234567 ° % (51)
234567 (52)
234567 (53)
2345.67 (54)
234567 (55)
234567 (56)
234567 (57
234567 (58)
234567 (59)
v

234567 (60)
234567 6"
234567 (62)
234567 (63)
234567 (64)
234567 (65)
234567 (66)
234567 (67)
234567 (68
234567 (69)

& .
234567 (70)
234567 (71)
234567 {72
234567 (73)

234567 (74)
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' g
Thar;i you very much for your assistance thh this study, Any comments that (ou havé regardmg

the questionnaire would be very much appreciated. !
, .

.

~ It you would be willing to be interviewed in person re'garding your experience in having a
hysterectomy, please fill in your name and telephone number(s) where you can be reached.

Name:
Tstaphone:
b
g

P.LEA?)S{E_"-'RETURN " HE QU=STIONNAIRE IN THE POSTAGE-PAID ENVELOPE PROVIDED.

t
NN
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Appendix C

Letter of Support
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f; University of Alberta - Department of ;
[~AAA
aa . Edmonton Obstetncs and Gynaecology

Canada T6G 2R7 1D1 Walter C Mackenzie. Heal,gh Sciences Centre
, Telephone (403) 432-6636
&
L}
February 12, 1987 * ‘ e

Dear: Colleague:

This fetter is in regard to the research project being conductcd by Ms. Dorothy
Constable. 1 am familiar with her reseach proposal and have had an”
opporlunily to fead the questionnaire which she hopes to distribute through
your office. . 1 believe that the research is important and worthwhile and hope

« that you will give ‘her your asgistance in facilitating dlsmbuuon of the
questionnaire.

Yours truly,

1 <

David C. Cumming, MBChB, MRCOG, FrCSE
Associate Professor

Departments of Obstetrics and Gynecology
and Medicine (Division of Endc)crmology)
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If you have Thad a hysterectomy, we would very much appreciate your assistance with th‘ts study.

B Attached is éfqﬁestlonnatre and a postage pald er\velope for returnmg the questlonnatre directly

to theAvaersrty of Atberta The questtonnalre takes approxnmately 30 mlnutes to oompléteg

We are also planning to do in-person mtervnews with a small number of respondents and have
asked you to provide ?our name and tetephone number if you. would be willing to be mte;vuewed
Interviews will be conducted by Dorothy Constable and will last approxnmately 30-45 mlnutes If

. you do not wish to be lnterwewed there |s no need to fill in the blank asking for your name

Participation in tno survey is stri‘ctly \;oluntafy and responses will be 'anonymo% unjess you

- indicate that you would be willing to bé‘ interviewed as part of the study. All resutts will be
-presented in such a form that confidentiality is maintained. If you have any questions about the
.Study or about the questionnaire, please feel free to contact Dorothy Constable at 428-0817.

Thank you very much for your assistance with this study. .«
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10.

- Was the hysterectomy:

(4) don't know I 1%

“Reason for the surgéry:

-

" Age: fnean: 42.4 standard deviation: 10.4

Current marital status . - ’

sing!@?% married: 74% divorced/separated: 20%
¥

Marital status at the tlme of the hysterectomy:

single: 8%, married: 78% divorced/separated: 14%

Numbér of'years married to spous'e_at the time of the hysterectomy
Number of children: mean: 2.3 standard deviation: 1.5

How long ago did you "haye' the hysterectomy? years “months

~
i

(1) ahystérecfgmiilwigh'both ovaries removed 42%

(
(2) a hysterectomy with one ovaryremoved - 12%
(3) a hysterectomy with ovaries not removed  46%

(1) cancer or fear of cancer - - 16%

{2) other gynecolog»cal dlseases/problems 25%

(3) fibroids - _ 18%

(4) menstrual dysfunct»on A - 22%

(5) menstrual dysfunct»on with assoptaled pam 20% .
- How much tlme dld you have between: the decision to have a hysterectomy

and the operaﬂon'? : .

(1) less than one'mo,nth L 22% - :

(2) lessthanoneypar - 70% e

(3) one year or more, 8%

I am currently wor_j_(ing'outs’ide the home: .4 o

(1) fulime 33%

(2) par-time 22%

(3) notatall - 46%



11.

12.

3./

14.

15.

N ; } n ’ .
Prior to™ha hysterectomy, | was working outside the home:

(1) tull-time - 43%
(2) part-time . 23%
*(3) notatall /. 34%

{, -
/' i

What was your h|ghest Ievel of educatlon at the tir 2 of me rys'esrecicmy:

(1) Iessthan Gradeg ' L 3%

{2) less than Grade12 28%

(3) high schaok |graduate =~ * 29%

(4) college gr teehnical school graduate 20%,

(5) university graduate ; 21°,
b

Has haviné a Hyéterédomy caused ahy positive charqes in your life?
:YeS:v 780‘/0 NO. 22°/o

Has having a‘ﬁysterectomy caused any negative changes in your life?

Yes: 29% No: 71%

94

Prior to the hysterectomy, were you ever under the care of a psychiatrist or a psychologist
for problems such as depression, anxuety, or other psychological problems?

The following people were supportive at the time of the hysterectomy (Check
as many as applicable):

Yes: 18% No: 82%

(1) Spouse or partner 77% *

(2) Personal friends ’ 79% Y

(3) Parents 52% '

(4) - Coworkers : 3% L}
(5) Others ., 30% w



WL

nz information | received from the following people
4&: helpful in coping (Check as many as aP}Jhcable)

(1) Doctors 81%

(2) Nurses .3 3%%

(3) Relatives - . gg%

(4) Friends -~ " "57% . . ,

(5) Others S 3% . = - B

>
'1

Having an opportunrty to talk about my feelings to other women who had
: undergone a hysterectomy before | had the operation'was:

(1) helpful , . 58% i
{(2) pot helpful ‘ 8%
(3) tdid not have such an opportunity. 34%

Having an opportunity to talk about my feelings to other women who had uridergone a
hysterectomy after | had the operation was:

y(1) helptul Cos 60% .
(2) not helpful ' - - 7% 0 ,
(3) tdid not have such an opponunity. 33% : -

I would have liked more mformatnon in the following areas (Check as many
as applicable): :

=
) The procedure itself 30%
Physical effecls . 36%
(3) Psychological effects - 30%
(4) Strategies for coping - 26% %

(5) Other T 12%



%

A

~

4

\,‘ é .

Please indicate which of the followmg you did whgn n appeared that a hysterectomy might be

necessa:y (Check as many as applicable):

21.

22.
23.

24,
25. -

26.

27,
28,

29,
@ =

C 31
32.
33,

34.
35.

Tried to get as much information ai possible about the operat;on andits
effects (e.g. read a book, asked questions of knowl
made a list of questions for my doctor) -

- Talked with others and shared my. concems

. Made light of the situation

" Put it out of my mind; forgot abou
Did things to distract myself

Took steps to deal with having the hysterectdmy or with possible
complications arising from the hysterectomy

Focused on the positive aspectggf having a hysterectomy
Resigned myself to the situation

Did something impulsive or unexpected

Considered and weighed various alternatives

Found myself eating or drinking more or using medication/drugs
. to reduce tension .

Withdrew from others for a time

Blamed someone or somethihg for my snuatnon
Relied on my doctor to look after me

Blamed myself

v / .

edgeable peqp[e

¢

68% -

58%

a

4%

8%

42%

82%
40%

4%
26%

1%

12% -
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Please indicate the degree of agreement or disagreement with the following statzments as they
rglate to you by circling the appropriate number. Circle 1 if you strongly, disagree wiill: the
statement, 2 if you disagree’with the statement, 3 if you- neither agree-nior disagree with the .
. statement, 4 if you agree with the statement, and 5 if yod ktrongly abr\e& with the statement.
: »

¢ . . & J L
- | . %D W W %A %A Mean SD
36. 11eel that | coped well with having a t , , o
hysterectomy. 26 13 26 325 61.0 4.48 0.84 <

37. I was able to resume normal activities |
without much difficulty within three

2 months following surgery. ) 53 53 53 355 48.7 417 10~
38. | feel that having a hysterectomy made ‘ : :
" me’less productive in my work. - 605 19.7 158 39 00 1.63 0.89
39. Having the hysterectomy has improved
my general health and well-being. 39 39 195 35.1 377 3.99 1.05
40. |feel | have made positive changes in my g ~
life as a result of having the hysterectomy. 52 52 36.4 32.5. 20.8  3.58,1.04
. . i ‘ 3
41/ | feel that having a hysterectomy . , 5 { N
" negatively affected my family life. 571195 ({ %o Y65 39 181 1.14
42. 1 resumed sexual relations within three . _
months following surgery. 53 27 10.7 40.0 413 4.09 1.06
43. My sexual relations have deteriorated

as a result of the hysterectomy " 547 10.7 20.0 80 67 201 1.30
‘44. There have been positive changes in : o,

my relationship with my spouse/partner

as a result of the operation. =~ '
45. |feel more sexually attractive since

the hysterectomy. - '

421 276 18.4 (345 1,08,

573 12.0 93 )3.01 0.98 .

46. Having a hysterectomy has made me. ‘.
fesl less a woman. ' 66.2 16.9
47. Having a hysterectomy has left me with a -
teeling of loss. . : ’
48. | am unhappy with not being able to

104 26,39 1.61 1.04

553 132 79 197739 2.04 1.34

.. menstruate any more. 766 78 65 26 65 1.55 1.15
49. | wishdstill had the potential to become - o

pre - : 545 13.0 -13.0 91 104 2.08 1.41
50. Ifeel less feminine than before the

surgery. ' 701 117 . 78 52 52 164 1.16

51. | suftbred from headaches more often » . |
© following the hysterectomy than before. 455 18.2  22.1 91 52 210173

~ N



2"

/ephsed following the

shouid be largely in the hands of men.’

)

hysterecto 37.3 24.7 .
53. My dreams were more troublm*olbwing , .
ithve hysterectomy than before 47.4 19.7
54. Ibeca anxious about things i \
following the hysterectomy. 40.8 22.4
55. | had dithi more often
following thé hysterect my than before. 35.5 25.0
56. |feel that in order toJ%truly fulfilled as a
' woman, it is necessary to have children. 33.0 23.4
- 57. Awoman'who has young children should
not work outside the home if At all
possible. ? 15.6 221
58. Women who want a full-ta career shou T
not plan to raise childrén Jf - 2 325
59. A mother's main task is tqfgrovide for the
- emotional well-being of her husband and "\
pchildren. 11.7 221
0. Ahusband has the right to expect his S
t  wife to beér children. 40.3 23.4
61. Swearing and obscenity are more v
repuisive inthe speech of a worhan :
than a man. 18.2 18.2\
62. Under modern economic conditions with, )
+ women being active outside the home,
men should share in household tasks
* such a¥% dishes and doing the laundry. 13 78,
63. It is insulting to women to have t bey"
clause remain in the marriage senvice. 78 15.6
64. A woman should be &,s free as a man to
propose marriage. ' 39 .78
65. Women should worry,less about their
rights and more about becoming good -
wives and mothers. 25.0 355
66. Women should assume their nghtfk.ul
place inbusiness ana’professnons along
with men. 39 13
67. A woman should not expect to go to
exactly the same places or have quite
. the same freedom of actionas aman..  43.4 34.2
68. Itis ridiculous for awoman to run a :
locomotive and for a man to-darn socks. 46.1 36.8
'69. Theintellectual leadership of a community
52.6 31.6

- A}
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52 .273 52 238 1.37
éé@ 66 39 200 1.56
\ v
18.4 132 53 220126
237 79, 79 -2.28 1.25
. #
0 “ » Ve
9-"14. . .
16.9-7143 65 2.22129 \‘
221 273 130 3.00°1.29
273 156 . 65 2.60 1.15
26.0 325 fa 3.03 1. 16 ]
. =
156 182 26 -2.20 1.23
L 2
a.»\‘)_. ; ) : \
r
221 27.3 143  3.01 1.33
"5.2 -29,0.97
~ - he Eil
338 19.5 234 3.35 1.22
33.8 20.8 * 960 1.03
18.4 105 2.46 1.25
21.1 1.6 3.96 0.97 |
\ \‘
132 79 ,.13 © 1.99 1.00 y
115 39 26 180097
92 ~53 13 171094
o . 5
9 AY
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70. Women should be given equal opportunity

71.
72.
73.

74.

with men for apprenticeship.in the

various trades. 6.6 0.0
Women eamning as much as their dates

should bear equally the expense when

they go out together— 26 78
Sons in a family should be given more
encouragement to go to college than

daughters. : -, 61.8 31.6
In general, the father should have

greater authority than the mother in the v
bringing up of children. 53.3 30.7
Economic and social freedom is worth

far more to women than acceptance of

" the ideal of femininity which has been .
set up by men. 1.4 13.5.

75. There are many jobs in which men should

be given preference over women in
being hired or promoted. 27.0..28.4

7.9

39.5

13

53

35.1

18.9

39.5 46.1

355 145

38 13

6.7 4.0

25.7 243

18.9 68

4.18 1.06
3.51 0.93
1.51 0.83

1.77 1.09

3.58 1.05

2.50 1.26

N

99
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Listed below are a number of personality characteristics. We would like you to use those"

9
K

o~

characteristics to describe yourseff, that is, we would iike you to indicate, on a scale from 1to 7,

how true of you each of these characteristics is. Please do not leave any charactenstuc unmarked.

For example, if the characteristic is "talkative™
Circle 11f it is never or almost never true that you are talkative.
Circle 2 if it is usually not true that you are talkative.
Circle 3 if it is sometimes but infrequently true that you are talkative.
Circle 4 if it is occasionally true that you are talkative.
Circle 5 i it is often true that you are takkative.

Circle 6 if it is usually true that you are takative.
Circle 7 if it aways or aimost atways true that you are talkanve

100

" 2 3 4 5 6 7
| S | I I I I
never or usually not sometimes but occasionally often  usually  always or
amostnever = true infrequently true true true  almost aways
true true true
%l %2 %I %4 b %E& %I Mean S.D.
76. Defend my own
beliefs . 00 00 26 91 182 325 377 594 108
77. Affectionate 0.0 00 13 156 169 338 325 581y 1.10
78. Conscientious 0.0 0.0 1.3 39 11.7 403 429 6.20 0.89
79. Independent 13 00 3.9 91 247 .36.4 247 564 1.19
80. Sympathetic 0.0 13 0.0 6.5 15.6 39.0 377 .56.04 1.00
81. Moody 13.0 16.9 18.2 36.4 65 78 1.3 3.35 1.46
82. Assertive 00 53 93 240 293 253 67 480 126
83. Sensitive to needs
. .of others 0.0 00 26 79 224 335 276 582 1.02
84. Reliable 0.0 00 0.0 286 39 403 532 644 070
85. Strong personality 00 13 13 145 224 276 32 9 572 1.18
. 86. Understanding 00 00 00 26 195 558 %22 \) 597 0.73
87 Jealous 16.9 286 13.0 16,9 143 65 39 318 1.71
Forceful 26 156 117 455 11.7 104 390 1.32
Compassionate 0.0 00 13 91 208 506 18.2 575 0.91
Q/Truthtul 0.0 00 0.0 00 26 494 481 646 0.55
91. Have leadership ,
abities 26 65 29 195 208 299 169 507 1.53
92. Eager to soothe hurt
feelings 0.0 13 00 143 299 364 182 556 1.03
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100.

101.
102.
103;
T04.
" 105..

. Secretive ‘
. Willing to take risks
. Wam

. Adaptable
. Dominant
. Tender

Conceited
Willing to take a
stand

Love children
Tactful - ©
Aqgressive
Gentle’
Conventional

14.3 26.0

12.0

13.0

13.2
29.3

22.1
20.0
27.3

2.6

247

16.9
30.3
22.1
22.1

299

26.0

27.3
39.5
9.1
39.0
31.2

cJd.4

50.6
10.5

78

22 1
10.4

101



